OHPSurvey - Home Page

(SM-ZB}B Ambulatory Surgery |l

Kentucky Health Survey Registry

Welcome

Good afternoon!

utilization and service.

License/Exempt #: |_

Password: |

Re-enter Password: |

This application supports the entry and tracking of survey information relating to the health care

Contact Information

For KY Health Survey program support, please contact:

Cabinet for Health and Family Services

Office of Health Policy

Health Policy Planning and Development

Contacts for survey.

Survey

Contact

Phone #

eMail Address

Ambulatory Surgery II

Beth A. Morris

(502) 564-9592 x
3156

Bet or| ky.qov

Home Health II

Sheena R. Eckley

502-564-9552 x
3153

sheena.eckley@ky.qov

Allison Llle

Hospice Sheena R, Eckley (502)564-9592 x  |sheena,eckley@ky qov
3153

Hospital Beth A. Morris (502) 564-9592 x |BethA.Mortis v
3156

Long Term Care Beth Morris and (502)564-9592 BethA.Morris@ky.qov

Megavoltage Radiation (Linear
Accelerator)

Beth A. Morris

(502) 564-9592 x
3156

BethA.Morris@ky.gov

Magnetic Resonance Imaging

Beth A. Morris

(502) 564-9592 x
3156

Be arr

Private Duty Nursing

Sheena R. Eckley

502-564-9592 x
3153

sheena.eckley@ky.qov

Facility

3156

Positron Emission Tomography Beth A. Morris (502) 564-9592 x |BethA. Morris@ky.qov
3156
Psychiatric Resldential Treatment |Beth Morris {502)564-9592 x  |BethA.Morris@ky.aov

R
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OHP Survey Registration

Registration Information

License/Exempt #: 000100
Facility: Example Facility

Street 1: [

Street 2;

City:

State: |__[

Zip: } -| |
County: Ivl Required If KY address

Available Survey(s) for Current Survey Year

m If a survey does not appear for completion, please contact the Office of Health Policy at (502) 564-9552.
Required reporting Includes; Hospitals, Ambulatory Surgery, Magnetic Resonance Imaging, Megavoltage,
Positron Emission Tomography, Home Health, Hosplce, Long Term Care, Private Duty Nursing and Psychlatric
Residentlal Treatment Facllitles. If a service is conducted under a different license number from a Hospltal
then the survey will be provided under that specific number, Select current survey under Survey Completion
below. Input survey data and submit to state for each survey below,

m Survey deadline March 15.

Facllity's Survey(s)
Year | Complete Survey Completion Equipment |Blank Downloadable
Date
2013 Ambulatory Surgery 1II Pri m ery II
2013 Home Health 11 Print Home Health 1T
2013 Hospice Print Hospice
12013 ospit Pri os
2013 Long Term Care Print Long Term Care
2013 Ic Imagi Equlp for nt etic Resonance Im
MRI
2013 voltage Radiati Line Print Medgawv on
Accelerator) L ccelera
2013 Positron Emission Tomodaraphy Print Positron Emisslon
Tomography
2013 Private Duty Nursina Print Private Duty Nursjna
2013 Psychiat esidential Pri c entla
' Treatment Faclility Treatment Facility
Available Survey(s) for Prior Survey Year(s)
Facility's Survey(s)
Year | Complete Date | Survey Equipment |Download Survey
2012 Ambulatory Suraspy IF




OHPSurvey - Registration Respondent

OHP Survey Registration

Respondent Information

Identiflcation #:
Facllity:

Survey:

Survey Year:

Respondent First Name:
Respondent Last Name:
Respondent Phone:
Respondent eMail:
Administrator First Name:
Administrator Last Name:
Administrater Phone:
Administrator eMail:

000100
Example Facllity
ASC2

'201-3;' l

I*

1*

]*

| *

I *

| »

[save | [ continue |
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SRVYR) 2013-Instructions for Survey
Ambulatory Surgery |l

(_;vax) (srvYE)
This survey Is for the reporting period: January 1,728313 through December 31, 2033+

INTRODUCTION: The Kentucky Annual Survey of Ambulatory Surglcal Services is required to be
completed and submitted via the internet. The printable verslon of the survey Is only for your
convenience In completing th {ﬁy on paper before su&glﬁlgg the data online. This survey Is for the
reporting peried: January 1, 24 rough December 31, “The accuracy and completeness of the
data reported In this survey are essential to the process of health planning in Kentucky. It also represents
the data requirements as set forth in 902 KAR 20:008 and 900 KAR 6:125. All items must be complete
and accurate before this survey will be considered acceptable. Surveys are due March 15, 2014
SkvyR+41)
All survey extension requests must be approved by the Office of Health Policy. Policies regarding data
submission and changes to data are set forth in 900 KAR 6:125.

PLEASE READ ALL INSTRUCTIONS CAREFULLY AND THOROQUGHLY. Compare this survey to surveys
previously submitted for consistency and comparability.

You are responsible for the accuracy of the data reported in this survey. Failure to complete and correct
the indicated parts of the survey will result In your facility being reported to the Office of Inspector
General for a possible licensure deficlency. Retain a copy of the completed survey for your files,

If there are any questions concerning the preparation of this survey, please contact Beth Morris at (502)
564-9592 or email BethA.Morris@ky.gov.

DEFINITIONS: In all instances, unless otherwise specified, the terms used In this survey are the same as
those found in the American Hospltal Association AHA Hospital jaﬁgditlon.

O\
The Ambulatory Surgical Services Survey has been updated to Include data collection for Procedure
Rooms, Section I is to include only data for an Ambulatory OR. Section II Is to include data for surgical
procedures that were performed only In a Procedure Room. Do not duplicate data. CON at this time only
uses Ambulatory OR data.

Include only Ambulatory Surgical Operations that have been performed in an operating room in Section I
and Indicate the number of ambulatory surgery opearations performed by major service category.

Include only Ambulatory Surgical Procedures that have been performed In a procedure room In Section II
and Indicate the number of ambulatory surgical procedures performed by major service category.

Contact Information

Beth A. Morrls

Office of Health Policy

Cablnet for Health and Family Services
(502) 564-9592 x 3156

BethA.Morris@ky.qov
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SRV‘/R) 2013 Ambulatory Surgery 1I Survey

Section I: Ambulatory Surgery Data - Operating Reom’s
A. Ambulatory Surgical Operations (excluding heart)

Identification #: 0C0100
Facility: Example Facility

m Defined as discrete patient encounters, whether major or miner, performed only in the operating room(s). A
surgicat operatlon can invoive one or more surgical procedures, but is stilt considered only one operation.
Uniess specific procedures are asked for, operations should be reported. Do not include injections.

m Sec I: A-E Should not include procedure room data.

* Endoscople Surgery should include but not limited to the following; Laparoscopy, Thoracoscopy,
Rhinoscopy, Otoscopy, Cystoscopy and Colonoscopy. Only include those that are invasive and performed

In an ambulatory OR,
1. Orthopedic surgery

2. Plastic Surgery

3. ENT Surgery

4, Ophthalmological Surgery

5. Urologic Surgery

6. Gynecological Surgery

7. Endoscopic Surgery (not included above 1 - 6) *
8. All Other Surgery

Total Ambulatory Surgery Operations

]

1

(=]

fl

|Ccacutate ]

[

B. Utilization - Capacity

=  TJotal ¥ operating rooms: Defined as the # of existing operating rooms which currently meet all state and federal

requirements {including but not limited to mechanical engineering requirements for temperature, relative
humidity, filter efficiency, pressure relationships and ventilation).

* Number of current operating rooms for your facility {if the actual number varies, please provide an
explanation)

1. Number of Ambulatory Operating Rooms ]u

{Exclusive Ambulatory use), Excluding Cystoscopy

Rooms

2. Number of Cystoscopy Rooms i

3. Number of Patients Served during the Reporting ] i
Period °

4. Total number of Hours/Typical Week Your Facllity [o |
was Open (Hrs surgery staffed) '

1

C. Service Time

1. Total Surgical Hours (REPORT IN WHOLE HOURS) |

2. Average clean-up time between operatlons [
{REPORT IN WHOLE MINUTES)

[=)

D. Non-surgical Procedures

Alf Non-surgical procedures Include any procedure ln
in an operating room, which is not classified by your !
facility as surgical to be non-surgical.

—wrr— =

E. Pain Management

Number of paln management cases performed in an ]3 i
ambulatory OR. (Please list types of pain



OHPSurvey - Survey ASCII - Section 1

|managemnt procedtires in comment box.) |
i

Comment

You've entered 0 characters of 1000




OHPSurvey - Survey ASCII - Section I

RYYR) 2013 Ambulatory Surgery II Survey

Section 1I: Procedure Room Data
A. Ambulatory Procedure (excluding heart)

Identification #: 000100
Facility: Example Facllity

® Defined as discrete patient encounters, whether major or minor, performed only In the procedure room{s). A
surgical procedure can Involve one or more procedures, but Is still consldered only one operation. Unless
specific procedures are asked for, the number of operations should be reported. Do nat include injections.

a SecII: A - E should include procedure room data only.

* Endoscopic Surgery should include but not be limited to the following; Laparoscopy, Thoracoscopy,
Rhinoscopy, Otoscopy, Cystoscopy and Colonoscopy. Only include those that are performed in a

procedure room.
1. Orthopedic Surglcal Procedure

2. Plastic Surgical Procedure

3. ENT Surgical Procedure

4. Ophthalmologicatl Surgical Procedure
5. Urologic Surgical Procedure

6. Gynecological Surglcal Procedure

7. Endoscoplc Surgical Procedure {not included
above 1-6)*
8. All Other Surgical Procedure

Total Ambulatory Surgical Procedure

— T

T

I Calculate |

=]

B. Utilization - Capacity

1. Number of Ambulatory Procedure Rooms,
(exclusive procedure room use}. Excluding
Cystoscopy Rooms as of December 31 (exclusive
outpatient Rooms)

2. Number of Endoscopy Rooms (not included in
Number of Ambulatory Procedure Rooms.)

3, Number of Patients Served in a procedure room
during the Reporting Period

4, Total number of hours/typlcal week the
procedure room was operational?

111

C. Service Time

1. Total Procedure Hours {(REPORT IN WHOLE
HOURS)

2. Average clean-up time between procedures
{REPORT IN WHOLE MINUTES)

1]

D. Procedures

All non-surgical procedures performed in a
procedure room. Include any precedure in an
procedure room, which Is not classified by your
facility as surgical to be non-surgical.

]




OHPSurvey - Survey ASC I - Section II

E. Pain Management

Number of Paln management cases performed in
procedure room. {Please list types of pain
management procedures in the comment box.)

TR

Comment

You've entered 0 characters of 1000
=
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Ambulatory Surgery II Survey for 2013(S5RY )R

Survey Data Verification

Thank you for completing the survey.

On behalf of the administration of Example Facility, I certify that the Informatlon contained In this
report Is complete and accurate. After reviewing the informatlon contained in this report, I hereby
submit It as an officlal record of the facility's activity in compliance with 902 KAR 20:008 and 900 KAR
6:125,

*Only verify ance the survey is completed.*

Once data Is complete, verification notices will be emalled to the state and to your facility’s respondent
and administrator. If the respondent or administrator does not receive this confirmation it is likely that
their email address was not included or had a typo in the registration section of this survey. In this
case, please contact the Office of Health Policy so this can be corrected.

Respondent Name:

Administrator Name:
Original Completion Date:

By clicking this button you are indlcating that this survey is complete. You will not be able to change any
of the data.

( Verify and Submit to State | | Print]
Incomplete Survey(s)

Facility's Survey(s)

Year | Survey Equipment |Printable Survey

2013 | Ambulatory Surgery 11 Print Ambulatory Surgery 1

2013-| Home Health Il Print Hom 11

2013 ice Print Hospice

26813 | Hospital Print Hospital

20+3 | Long Term Care Print Long Term Care

2043 | Magnetic Resonance Imaalng Equip for i Imaqi

MRI

2013 | Megavoltage Radiation (Linear Print Megavoltage Radiat Linear
Accelerator) Accelerator)

2013| Positron Emission Tomoaraphy t Po E on ogr

2013 | Pilv Nursin Print Private Duty Nursi

2613 | Psvchiatric Residential Treatment Print Psychiatric Residential Treatment
Eacllity Facility




OHPSurvey - Home Page (SRVY 2013 Home Health Il
; ome Hea

Kentucky Health Survey Registry

Welcome

Good afternoon!

This application supports the entry and tracking of survey Information relating to the health care
utifization and service.

License/Exempt #: | | *
Password; |7 | *
Re-enter Password: | | *
—
Contact Information

For KY Health Survey program support, please contact:

Cabinet for Health and Family Services
Office of Health Policy
Health Policy Planning and Development

Contacts for survey.

Survey

Contact

Phone #

eMail Address

Ambulatory Surgery II

Beth A. Morris

(502) 564-9592 x
3156

BethA.Moiris@ky.gov

3156

Home Health II Sheena R. Eckley 502-564-9592 x sheena,eckley@ky.gov
3153

Hospice Sheena R. Eckley (502)564-9592 x  |sheen ey@ky.gov
3153

Hospital Beth A, Morris (502) 564-9592 x et orri .gov
3156

Long Term Care Beth Morris and {502)564-9592 BethA. is v

Allison Lile

Megavoltage Radiation (Linear Beth A. Morris {502) 564-9592 x ethA.Mo v

Accelerator) 3156

Magnetic Resonance Imaging Beth A. Morris {502) 564-9592 x thA. .gov
3156

Private Duty Nursing Sheena R. Eckley 502-564-9592 x heena.ec kv.gov
3153

Positron Emisslon Tomography Beth A. Morrls {502) 564-9592 x eth ris .qov

Psychlatric Residential Treatment
Facility

Beth Morris

(502)564-9592 x
3156

BethA.Morris@ky.gov
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OHP Survey Registration

Registration Information

License/Exampt #: 000100

Facility: Example Facility

Street 1: |

Street 2: |

City: |
State: | ]

Zip: | | -[ |
County: =] Required if KY address

Available Survey(s) for Current Survey Year

m If a survey does not appear for completion, please contact the Office of Health Policy at (502) 564-9592.
Requlired reporting includes; Hospitals, Ambulatory Surgery, Magnetic Resonance Imaging, Megavoltage,
Posltron Emisslon Tomography, Home Health, Hosplce, Long Term Care, Private Duty Nursing and Psychiatric
Resldentlal Treatment Facllities. If a service Is conducted under a different license number from a Hospital
then the survey will be provided under that specific number. Select current survey under Survey Completion
below. Input survey data and submit to state for each survey below.

m Survey deadline March 15.

Facllity's Survey(s)

Year | Complete Survey Completion Equipment |Blank Downloadabte

Date

2813 Ambulatory Surqery 11 o rgery II
2013 Home Health 11 Print Home Health 11

26813 Hosplce rint Ice

2013 ita Print Hospital

2613 Lona Term Care Print Long Term Care
2043 Magnetic Resonance Imaging |Eguip for rint netic Resonance Ima

MRI
2813 Meqgavoltage Radiation (Linear H voltage Radiation
Accelerator) ccelerat
2813 ositron_Emlssi omogra Print Posltron Emisslon
Tomography
-3, Private Dut sin rl vate D u
2813 Psvchiatric Residential igtric Residential
Treatment Facillty Treatment Facility
Available Survey(s) for Prior Survey Year(s)

Facility's Survey(s)

Year | Complete Date | Survey Equipment |Download Survey
12012, Apbulatery Surgerv Il
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OHP Survey Registration

Respondent Information

Identification #: 000100
Facility: Example Facllity
Survey: HH2

Survey Year: -zoﬁ‘| - ]

Respondent First Name:

| *

Respondent Last Name:

Respondent Phone:

%

|*

Respondent eMail: ﬁ

|*

Administrator First Name: [

Administrator Last Name:

Administrator Phone:

I*

|*

Administrator eMail: [

ISaVa|

[ Continue |

|*
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(SRVWR)2013 Instructions for Survey
Home Health Il

| SRyY (sR01R)
This survey is for the reporting period: January 1, 28+3 through December 31,
INSTRUCTIONS

The Kentucky Annual Survey of Licensed Home Health Services is required to be completed and
submitted via the internet. The printable version of the survey is only for your convenience In completing
the survey on paper before submitting the data online.

The accuracy and completeness of the data reported In this survey are essential to the process of health
planning In Kentucky. It also represents the data requirements as set forth in 902 KAR 20:008 and 900
KAR 6:125. All items must be completed with actual tabulated data before this survey will be considered
acceptable. Surveys are due March 15, 2644, All_ survey extension requests must be approved by the
Office of Health Policy. @ﬂ" YR+1)

You are responslible for the accuracy of the data reported in this survey. Failure to complete and correct
the Indicated parts of the survey will result in the Office of the Inspector General being notified of a
possible licensure deficiency. Retain a copy of the completed survey for your files.

If there are any questions concerning the preparation of this survey, please contact Sheena Eckley (502)
564-9592 or emall sheena.eckley@ky.gov.

GENERAL INSTRUCTIONS

The Cabinet for Hea ndFamily Services is collecting home health data for the January 1 through
December 3%, %E period. The survey consists of four sections to collect data from Home Health
Services, ESPDT, HCBS Walver, Model Waijver II and Private Duty Nursing. Do not report data related to
Homecare or Hospice. Report only Kentucky counties served in 2 Plﬁase report the required data by
the following definitions for each section. SRYYIT

Traditional Home Health Services

This section should only include data regarding traditional home health services. Do not include EPSDT,
HCBS or Model Walver II. Private Duty Nursing provided under your home health services license should
be included in this sectlon where indicated.

RyyR RvYR
Agency Census, Admissions & Discharges January 1,%&1.1_1-)December 31, %13. )

Beginning Census - Enter the number of unduplicated patients admitted for services as of January 1,
2043, by county. (Patients carried over from.2042)5 RV YR ~1

(SRWR) ) (SRVYR)
Admissions During Eéig- En er the total number of admissions made from January 1, 2843 to December
31, Rw,’gg) county (including re-admissions).

(s
Discharges DurlngJ@!S«v! ERter the number of total discharges (including deaths) made from January 1,

281%tg December 31 by county.
(B9YR) ‘Grte)

Ending Census - Enter the number of unduplicated patients admitted for services as of December 31,
2043, by county. (Beginning Census + Admissions - Discharges = Ending Census).

(SRYYR)

Mumber of Patients Served by Age Group by County: Count one time each unduplicated patient who was
seen by a Skilled Nurse (RN/LPN), a therapist, or a Home Health Aide during the reporting period, l.e., a
patient seen during this period should be counted once. Enter the correct number of patients served In
the appropriate age group and county. The total patients served should not be greater than the beginning
census + admissions In the Traditional Home Health census. Tradltional Home Health Private Duty
Nursing should be counted separately by age groups.




OHPSurvey - Survey Instructions

Number of Patlents and Visits by Service by County; Enter the number of patients served by each
discipline in each county In the appropriate box and the total number of visits delivered by that discipline
In that county.

Traditional Private Duty Nursing: Enter the number of patients who were served by an RN, LPN or
Nursing Assistant during the reporting period. Report each unit of service in 1 hour increments,
Traditional Private Duty Nursing services are those that are provided under the Home Health license, Do
not include Private Duty Nursing Services under EPSDT.

Home Health Notes:

Home Health patients are defined as those recelving a skilied or non-skilled home health service provided
under physician’s orders. A Home Health visit is defined as services provided by a trained nurse, through
a licensed home health agency, who glves medical care and advice to patlents In their place of residence
that is prescribed by the patlent’s attending physician as part of a written plan of care,

EPSDT - Early Periodic Screening and Diagnostic Testing

(sRv¥R) (sRvvR)
Agency Census, Admissions & Discharges January 1 ai!@ﬂ December 31, 2843: Enter census data for
EPSDT services. Enter beginning census, admlsslons, discharges and ending census. See above for
clarification. This section should Include EPSDT therapy services data only. EPSDT Private Duty Nursing
services provided should be included in this section where indicated.

Number of Patients Served by Age Group by County; Count one time each unduplicated patient who was
served under EPSDT therapy services and/or Private Duty Nursing services. Enter the correct number of
patients served in the appropriate age group and county. The total patients served should not be greater
than the beginning census + admissions in each category.

Number of EPSDT Patients and Vislts by Service by County: Enter the number of EPSDT patients served
by each discipline In each county in the appropriate box and the total number of visits delivered by that
discipline in that county.

EPSDT Private Duty Nursing: Enter the number of patlents who were served by an RN, LPN or Nursing
Assistant during the reporting period. Report each unit of service in 1 hour increments. EPSDT Private
Duty Nursing services are those that are provided under the Home Health license number,

HCBS Waiver - Home and Community Based Services Walver

Agency Census, Admissions & Discharges January 1, %&3 December 31, i@;ﬁ- Enter census data for
HCB Walver services. Enter beginning census, admisslons, discharges and ending census. See above for
clarification. This sectlon should include HCB Waiver service data only.

Number of HCB Waiver Service Patients Served by Age Group by County: Count one time each
unduplicated patient who recelved any HCB Walver services during this period. A patient should be
counted once, Enter the correct number of patients served in the appropriate age group and county. The
total patients served should not be greater than the beginning census + admisslons in the HCB Walver
service census.

Number of HCB Walver Service Patients and Visits by Service by County: Enter the number of HCB
Waiver service patients served by each discipline in each county in the appropriate box and the total
number of units of service delivered by that discipline In that county.

Number of HCB Waiver Service Assessments: Enter the number of HCB assessments performed by
county. Provide data for those determined to be inellgible, ellgible and referred to CDO.

Model Waiver 11 Services

o o
Agency Census, Admissions & Discharges January 1[;‘-2&!‘3 December 31 Enter census data for
Model Waiver II services. Enter beginning census, admissions, discharges and ending census. See abave
for clarification. This section should Include Model Waiver 11 services data only.

Number of Model Waiver II Patients Served by Age Group by County: Count one time each unduplicated
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patient who was served under Model Waiver II during this period. A patient should be counted once.
Enter the correct number of patients served in the appropriate age group and county. Leave all other
cells blank. The total patients served should not be greater than the beginning census + admissions in
the Model Walver II census.

Number of Model Walver 11 Patients and Units by Service by County: Enter the number of Model Waiver 11
services patlents served by each discipline in each county in the appropriate box and the total number of
units of service dellvered by that disclpline in that county. Report units of service In 1 hour increments.

Contact Information

Sheena R, Eckley

Office of Health Policy

Cablinet for Health and Family Services
502-564-5592 x 3153

sheena.eckley@ky.gov
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(S4/2) 2013 Home Health II Survey

County Selection

License Number: 000100 Agency: Example Facility

County l j,- ] *

—

Completed Counties

Completed County List for Tradit

onal Home Health Services

County

Beginning Census

Admissions | Discharges

Ending Census




OHPSurvey - Survey Home Health II Section I

,
‘SRVYR)-2013 Home Health II Survey

Section [; Traditional Home Health Services

License Number: 000100 Agency: Example Facility County:

srzw&&
Agency Census, Admisslons & Discharges January 1,(101'3\- ecember 31,Ca":ﬁ']I

This section should only include data regarding traditional home health services and traditlonal Private
Duty Nursing. Do not Include EPSDT, HCBS or Model Waiver I1. Private Duty Nursing provided under
traditional home health services should be reported in separate census and service category.

O

S "R
Agency Census, Admissions & Discharges Jan 1, gg&ﬂbec 3, % QIHA

Enter census data for Traditional Home Health services. Do not include Private Duty Nursing services
census in this area.

Beginning Census IE."_—[*
Admissions fo |+
Discharges l° *

Ending Census l° | | Calculate |

SRYY SRXY
Agency Census, Admissions & Discharges Jan 1,(291-50- Dec 357204%): PDN

Enter census data for Traditional Home Health Private Duty Nursing services.
Beginning Census ‘|0 j*

Admissions [p i

L
Discharges I,;;. *
Ending Census IG i I Calculate ]

Number of Patients Served by Age Group by County:

Number of Patlents Served by Age Group by County: Count one time each unduplicated patient who was
served by a Skilled Nurse {(RN/LPN), a therapist, or a Home Health Aide during the reporting period. The
total patients served should not be greater than the beginning census + admissions in each category.
Traditional Private Duty Nursing should be counted separately by age groups.

Age Groups Home Health Private Duty Nursing
Ages <1 2 * ﬁ—*

Ages 1-5 [ * |'o_-|*

Ages 6-14 o I* Io_l*

Ages 15-20 ) j* |3_—|*

Ages 21-32 o J* la————l*

Ages 33-44 |0_—|* |n_|*

Ages 45-64 o j* —

Ages 65-74 ‘ra—'_I* I"—|*

Ages 75-84 b * o~ *

Ages B5+ P Ho__l*

Total Patlents Served o | o | [calculata_|

Number of Patients and Visits by Service by County:
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Enter the number of patients served by each discipline in each county in the appropriate box and the
total number of visits delivered by that discipline In that county.

Traditional HH Services . Patient Served Number of Visits
Skilled Nursing ¥ B

Home Health Alde
Physical Therapy
Occupational Therapy
Speech Therapy

*  *

*
¥*

1]

*

il

=]
T

Traditional Private Duty Nursing:

Enter the number of patients who were served by an RN, LPN or Nursing Assistant during the reporting
period. Report each unlt of service in 1 hour Increments.

Traditional Private Duty Patient Served Units in 1 hr Increments
Nursing
RN l°_—|* lo_—l*
LPN l°_—|* ‘0—]*
Nursing Assistant lu—'|* 0 J*
L S = - S— TR ST — N T e

Traditional Home Health Comment:

You've entered 0 characters of 1000

Traditional Private Duty Nursing Comment:

You've entered 0 characters of 1000
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RvYR}2013 Home Health II Survey

Section |l: EPSDT - Early Periodic Screening and Diagnostic Testing
License Number: 000100 Agency: Example Facility County:

sravr;z) RVYRJ
Agency Census, Admissions & Discharges January 1, « December 31,2013:
This section should include EPSDT services data only.

= ==

R vYR
Agency Census, Admissions & Discharges Jan 1,%% 31,%4-3{—)

Enter census data for EPSDT therapy services. Enter beginning census, admissions, discharges and
ending census,
Beginning Census In f*
Admissions lo i*
Discharges Ig *
Ending Census Jo | [Calculate |
L= T
o _ g\wﬁ’) (srvyR
Agency Census, Admissions & Discharges Jan 1, 2043- Dec 31, 2043¢
Enter census data for EPSDT Private Duty Nursing Services only.
Beginning Census |° [*
Admissions |o _ [*
Pischarges |o i*
Ending Census fo | [_calculate |
T B RS m— — e

Number of Patients Served by Age Group by County:

Count one time each unduplicated patient who was served under EPSDT therapy and/or Private Duty

Nursing services. Enter the correct number of patients served in the appropriate age group and county.

The total patients served should not be greater than the beginning census + admissions in each category.

Age Groups EPSDT Therapy EPSDT Private Duty
Nursing

Ages <1 I__—_I“ * I__" J*

Ages 1-5 [o Jx o *

Ages 6-14 o P wult

Ages 15-20 [o T ]o"' T Ik

Ages 21-32 [o i* Io I*

Ages 33-44 |o J* |0 ¥

Ages 45-64 ID l* Io l*

Ages 65-74 o * fo *

Ages 75-84 o * O

Ages 85+ |u [* |o |*

Total Patients Served |u | Jo | |_calculate |

Number of EPSDT Patients and Visits by Service by County:
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Enter the number of EPSDT patients served by each discipiine in each county in the appropriate bnx and
the total number of visits delivered by that disclpline in that county.

EPSDT Services Only Patient Served Number of Visits
Physical Therapy *

0
Occupational Therapy |0 |* Io |*
Io

Speech Therapy

EPSDT Private Duty Nursing Services:

Enter the number of patients who were served by an RN, LPN or Nursing Assistant during the reporting
period. Report each unit of service In 1 hour increments.

EPSDT Only Private Duty Patient Served Units in 1 br Increments

Nursing
RN

LPN
Nursing Assistant

* *

*

*

*

i

EPSDT Comment:

You've entered 0 characters of 1000

EPSDT Private Duty Nursing Comment:

You've entered O characters of 1000




OHPSurvey - Survey Home Health II Section IT]

(54NA) 2613 Home Health II Survey

Section lll: HCBS Waiver - Home And Community Based Services Waiver

License Number: 000100 Agency: Example Facility County:

. (savg) (%awe)
Agency Census, Admissions 8 Discharges January 1, December 31, H
This section should only include data regarding HCB Waiver.

vyg SRYYR
Agency Census, Admissions & Discharges Jan 1,%)Dec 31, gﬁﬁ' )

Enter census data for HCB Waiver services. Enter beginning census, admissions, discharges and ending

census.
Census -HCB Walver Services Only
Beginning Census g i
Admisslons "E"""_I*
Discharges lo__l*
Ending Census |° ! l Calculate |

Number of HCB Waiver Patients Served by Age Group by County:

Count one time each unduplicated patient who received any HCB Walver service. Enter the correct
number of patients served in the appropriate age group and county. The total patients served should not
be greater than the beginning census + admissions in the HCB Walver services census.

Age Groups HCB Waliver

Ages <1 | I*
Ages 1-5 o *
Ages 6-14 o  |»
Ages 15-20 lo—_]*
Ages 21-32[p  »
Ages 33-44 ¢ |»
Ages 45-64 [ |+
Ages 65-74 g I+
Ages75-84Jo |
Ages 85+ g_""_'_"'?*

Total Patlents Served fo | [_calculate |
—— o = — __inr —

Number of HCB Waliver Service Patients and Visits by Service by County:

Enter the number of HCB Waiver service patients served by each discipline in each county in the
appropriate box and the total number of units of service delivered by that discipline In that county.
HCB Waiver Service Only Patient Served Number of Units

Personal Care {(1/2 Hour Iu [ |o *

Increments) ;

Respite Care (1 Hour In * |o l*

Increments)

Attendant Care (1 Hour ]n * |o I*

Increment)

Case Management (1/4 Hour |° i* |o ']*

Increments)




OHPSurvey - Survey Home Health II Section III

Home Maker (1/2 Hour ]o |*

Increments)

Number of HCB Waiver Service Assessments:

Enter the number of HCB assessments performed by county. Provide data for those determined to be

ineligible, eligible and referred to CDO,

HCBS Walver Assessments Initial Assessment Reassessment
Determined Ineligible |g_—"_:m |E_—|*
Determined Eligible lu—;* ’0_——|
Referred to CDO ln_—i’* o |*
- e el e EF T T e—

HCB Waiver Service Comment:

You've entered 0 characters of 1000

e e
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(50¥R) 2013 Home Health II Survey

Section IV: Model Waiver Il Services

License Number: 000100 Agency: Example Facility County:
[ {Sg;
Agency Census, Admissions & Discharges January 1,6%132 Pecember 31; %)

This section should only include data regarding Model Walver II.

, @WE}D (;-gvve)
Agency Census, Admissions & Discharges Jan 1,-2013-Dec 31, 2613:

Enter census data for Model Waiver II services. This section should include Model Waiver I services data
only.

Beginning Census |

1]

Admissions *
Discharges [o *
Ending Census Jo i |_Calculate |

Number of Model Waiver |l Patients Served by Age Group by County:

Count one time each unduplicated patient who was served under Model Waiver II. Enter the correct
number of patients served In the appropriate age group and county. The total patients served should not
be greater than the beginning census + admissions In the Model Walver 11 census.

Age Groups Model Waiver IT
Ages <1 Io [*

Ages 1-5 |

Ages 6-14 |

Ages 15-20 g

Ages 21-32 |p

Ages 33-44 g

Ages 45-64 g

Ages 65-74 |o

Ages 75-84 |

Ages B5+ |

Total Patients Served [o | [ catculate |

I

* *

1]

* X ¥ % X ¥

I

Number of Model Waiver i Patients and Units by Service by County:

Enter the number of Model Walver 11 services patients served by each discipline In each county In the
appropriate box and the total number of units of service delivered by that discipline in that county.
Report unlts of service in 1 hour increments.

Model Walver II Services Only Patient Served Units in 1hr Increments
LPN ID i* Io I:l:
RN ]o * |o |*

Model Waiver Il Comment:
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You've entered 0 characters of 1000




OHPSurvey - Completion

Home Health II Survey for.2013-(5RVYZ)

Survey Data Verification

Thank you for completing the survey.

On behalf of the administration of Example Facllity, I certify that the Information contained in this
report is complete and accurate. After reviewing the information contained in this report, I hereby
submit it as an officlal record of the facility's activity in compliance with 902 KAR 20:008 and 900 KAR
6:125.

*Only verify once the survey is completed. *

Once data Is complete, verification notices will be emailed to the state and to your facllity's respondent
and administrator. If the respondent or administrator does not receive this confirmation it Is likely that
their email address was not Included or had a typo in the registration section of this survey. In this
case, please contact the Office of Health Policy so this can be corrected.
Respondent Name:
Administrator Name:
Original Completion Date:

By clicking this button you are indicating that this survey Is complete. You will not be able to change any
of the data,

| Verlfy and Submit to State | [ Print |
e —— =
Incomplete Survey(s)
Faclilty's Survey(s)
Year | Survey Equipment |Printable Survey
1-264-3 | Ambulatory Surgery I1 Pri ulatory Surgery I1
2613 e He II 2rint Home Health 11
2643 | Hosnice Print Hosplce
268131 Hospital Print al
2013+ Long Term Care Print Long Term Care
2013.| Maanetic a Eauip for 4 i ce Imagin
MRI
2013 | Megavoltage Radiation {Linear Print Meqavoltage Radiation (Linear
Accelerator) Accelerator)
2013 Emission Tomo Print Posltron Emigsion Tomoaraphy
2643 | Private Duty Nursing Print Private Duty Nursin
<013 | Psychiatric Residentlal Treatment tnt Psychiatri S atmen
Eacility Eaclity




OHPSurvey - Home Page

% Hospice

Kentucky Health Survey Registry

Welcome

Good afternoon!

utilization and service.

License/Exempt #:

Password:

Re-enter Password: |

This application supports the entry and tracking of survey information relating to the health care

Contact Information

Office of Health Policy

Contacts for survey.

For KY Health Survey program support, please conkact:

Cablnet for Health and Family Services

Health Policy Planning and Development

3156

Survey Contact Phone # eMail Address
Ambulatory Surgery Il Beth A. Marris (502) 564-9592 x | BethA.Morris@ky.qov

Home Health II

Sheena R. Eckley

502-564-9592 x
3153

sheena ley@ky.qov

3156

Hospice Sheena R. Eckley (502)564-9592 x  |sheena.eckley@ky.qov
3153
Hospital Beth A. Morris (502) 564-9592 x |BethA.Morris@kv.qov

Leng Term Care

Beth Morris and
Alllson Lile

(502)564-9592

BethA.Morris@ky.gov

Megavoitage Radiation (Linear
Accelerator)

Beth A. Morris

(502) 564-9592 X
3156

BethA.Morris@ky.agv

Magnetic Resonance Imaging

Beth A. Morris

(502) 564-9592 x
3156

BethA. T oV

Private Duty Nursing

Sheena R. Eckley

502-564-9592 x
3153

sheena.eckley@ky.gov

Facility

3156

Positron Emisslon Tomography Beth A. Morris {502) 564-9592 x |BethA.Morris@ky.qov
3156
Psychiatric Residentlal Treatment |Beth Morris {502)564-9592 x | BethA.Merris@ky.gov




OHPSurvey - Registration

OHP Survey Registration

Registration Information

License/Exempt #: 000100
Facillty: Example Facllity

Street 1:

Street 2: |

City:
State: [ |+
zip: [ |~ |
County: [ L=] * Required if KY address

[*

l*

Available Survey(s) for Current Survey Year

below. Input survey data and submit to state for each survey below.
¥ Survey deadline March 15,

m If a survey does not appear for completion, please contact the Office of Health Policy at (502) 564-9592,
Required reporting includes; Hospitals, Ambulatory Surgery, Magnetic Resonance Imaging, Megavoltage,
Positron Emisslon Tomography, Home Health, Hospice, Long Term Care, Private Duty Nursing and Psychiatric
Res|dentlal Treatment Faclllties. If a service is conducted under a different license number from a Hospltal
then the survey will be provided under that specific number. Select current survey under Survey Completion

Facility's Survey{s)
Year | Complete Survey Completion Equipment |Blank Downloadable
Date

2613 latory Surgery 11 Pr | ery 11

2643 Home Health II Print Home Health 11

26843 Hospice aspice

2613 Hospltal P H tal

2043 Long Term Care Print Lona Term Care

2013 agnetl ance Ima uip for Print Magnetic Resonance Imaqging

MRI

2013 Me ta adiation (Linear rin t tio
Accelerator) {Linear Accelerator)

U013 Posltron Emission Tomoaraphy Print Positron Emission

Tomoaraphy

2013 Private Duty Nursing Print Private Duty Nursing

2043 S atric Residentlal Print P: at nti
Treatment Facility reatmen clli

Available Survey(s) for Prior Survey Year(s)

Facility's Survey(s)

Year | Complete Date | Survey

Equipment |Download Survey

2812 Ambuimtory Surgery 11




OHPSurvey - Registration Respondent

OHP Survey Registration

Respondent Information

Identification #: 000100

Facility: Example Facillty

Survey:
Survey Year:

Respondent First Name:
Respondent Last Name:
Respondent Phone:
Respaondent eMail:
Administrator Flrst Name:
Administrator Last Name:
Administrator Phone:
Admlinistrator eMail:

HPC
204~ |

i *

| *

i*

I *

|save | | continue |




OHPSurvey - Survey Instructions

(SRWE]::ZGi-B Instructions for Survey

Hospice

(savyr) (ervyR)
This survey is for the reporting period: January 1, 2843-through December 31, 2843,

INTRODUCTION
The Annual Hospice Services survey is required to be completed and submitted via the internet.

The accuracy and completeness of the data reported in this survey are essential to the process of health
planning in Kentucky. It also represents the data requirements as set forth in 902 KAR 20:008 and 900
KAR 6:125. All iterns must be completed with actual tabulated data before this survey will be considered
acceptable, All surveys must be received in a timely manner. Surveys are due March 15, 2014. All survey
extension requests must be approved by the Qffice of Health Policy. éﬂWRfﬂ-

You are responsible for the accuracy of the data reported in this survey. Failure to complete and correct
the indicated parts of the survey will result in the Office of the Inspector General belng notified of a
possible licensure deficlency. Retain a copy of the completed survey for your files.

If there are questions concerning the preparation of this survey, please contact Sheena Eckley of the
Office of Health Policy at (502) 5649392, ext, 3153 or email sheena.eckiey@ky.gov.

By submitting this data you are certifylng it is correct.
The followlng data must be reported:
1. County/counties served by your agency;
{SRY
2. Beginning census - number of patients being served by your agency on January 1, ¥

55&7@

3. Admissions - number of patients you admilited in 2833 (€xcluding your beginning census), include
readmissions, Note that admilssions are separated Into two categories, Total Admissions and Unduplicated
Admissions. Community based hospice facilities are to include all admisslons, including those admitted to
the residential hospice facilities.

a. Total Admissions - should include readmissions. b, Unduplicated Admissions - all patients admitted to
the program for the first time in the calendar year including transfers from other hospices (do not include
re-admisslons).

4, Deaths - patients should be separated into two categories (death due to cancer, death due to other
causes) and total number of deaths;

5. Discharges - count of patients discharged to home, another facillty, ete. (exciuding deaths);

-1
6. Ending census [s determined as follows: (beginning census as of midnight December 31,%3%— )
admissions) - (deaths as of December 31, ?& "E) (discharged patients excluding deaths);

7. Units of Service is broken down Into two categories: Units of Service - Patients - the number of
contacts a patient received from any type of hospice provider: I.e. soclial worker, RN or MD. It should not
include volunteer vislts or phone calls; and Units of Service - Bereavement Contacts - includes visits,
phone visits, memorial services, and support groups. Within a bereavement support group each person [n
the group counts as one visit each time they attend a support group. A bereavement home visit to a
patient with additional family members present counts as only 1 visit even if additional people are there,
When counting bereavement only count what you can verify. When counting memorial services count
each attendee as one unit of service in the county in which the memorial service was held. Please Note:
Units of Service - Other is no longer collected.
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Contact Information

Sheena R, Eckley

Office of Health Policy

Cabinet for Health and Family Services
{502)564-9592 x 3153

e oV




OHPSurvey - Hospices

SRVYR) 2043 Hospice Survey

ldentification Information

Identification #: 000100
Facility: Example Facllity

Comment l;[

You've entered O characters of 500
Hosplce survey Informatlon.

County |Begin |Total |Undup |[Cancer|Other |Dis Ending | Days | Patients | Bereave
Census | Admiss | Admiss | Deaths | Deaths | charged | Census | of ment
lons fons Care
0 0 0 0 0 0 0 0 0 0 , Delete

o o 0 0 0 0 o ] 0 0 Delete

0 0 0 0 0 0 0 0 0 0 Delete

flile

Utilization Data

County: | iv [ *

Beginning Census: [~ |
Total Admissions: |
Unduplicated Admissions: |
Cancer Deaths: |
Other Deaths: |

Discharged: [~ | *
Ending Census: [ |
Days of Care: [~ |

Units of Service

Patients: |

—
Bereavement: [ |

*
[save | [ Finished | [ Review |




OHPSurvey - Completion

Hospice Survey for 2013 (RYYR)

Survey Data Verification

Thank you for completing the survey.

On behalf of the administration of Example Facility, I certify that the information contained in this
report is complete and accurate. After reviewing the information contained In this report, I hereby
submit it as an officlal record of the facility's activity in compllance with 902 KAR 20:008 and 900 KAR
6:125,

*Only verify once the survey is completed.*

Once data is complete, verification notices will be emalled to the state and to your facility's respondent
and administrator. If the respondent or administrator does not recelve this confirmation It is likely that
their emall address was not included or had a typo in the registration section of this survey. In this
case, please contact the Office of Health Policy so this can be corrected.

Respondent Name:

Administrator Name:
Original Completion Date:

By clicking this button you are Indicating that this survey is complete. You will not be able to change any
of the data.

| Verify and Submit to State | [ Print]

Incomplete Survey(s)

Facllity's Survey(s)
Year | Survey Equipment |Printable Survey
2843 | Ambulatory Surgery I1 Print Ambulatory Surgery 11
<013 | Home I1 Print Home Health IT
2643 | Hosplce Print Hosplce
#043.| Hogpital Print Hospital
2643 | Long Term Care Print Lona Term Care
2043-| Magnetic Resonance Imaqing Eguip for Print Maanetic Resonance Imaaing
MRI
2843 [ Megavoltage Radiation (Linear K avolt adiation {Lingar
ceC r Accelerator)
2643 Positron Emission Tomoaraphy Print Pogltron Em|ssion Tomodraphy
2043 | Private Du ursin Print Private Du ursl
2013 | Psychlatric Resldential Treatment Print Psychiatric Residential Treatment
Facility Eacility




OHPSurvey - Home Page

@M -2013 Hospital

Kentucky Health Survey Registry

Welcome

Good afternoonl

utllization and service.

License/Exempt #: |

t*

Password: |

}*

Re-enter Password: '

,*

This application supports the entry and tracking of survey information relating to the health care

Contact Information

Office of Health Policy

Contacts for survey.

For KY Health Survey program support, please contact:

Cabinet for Health and Family Services

Health Policy Planning and Development

Survey

Contact

Phone #

eMail Address

Ambulatory Surgery I1

Beth A. Morris

{502) 564-9592 x
3156

BethA.Morris@ky.qov

Home Health II

Sheena R. Eckley

502-564-9592 x
3153

een ] kv.qov

Allison Lile

Hospice Sheena R. Eckley (502)564-9592 x  |sheepa.eckley@ky.qov
3153

Hospital Beth A. Morris {502) 564-9592 x |BethA.Morrl ov
3156

Long Term Care Beth Morrls and {502)564-9592 BethA Mortis@kyv.gov

Megavoltage Radiation {(Linear
Accelerator)

Beth A. Morris

(502) 564-9592 x
3156

BethA.Morris@ky.gov

Magnetic Resonance Imaging

Beth A. Morris

(502) 564-9592 X
3156

BethA.Morris@ky.gov

Private Duty Nursing

Sheena R. Eckley

502-564-9592 x
3153

sheena.ecklev@ky.qov

Positron Emission Tomography

Beth A. Morris

(502) 564-9592 x
3156

BethA Morris@ky.qov

Psychiatric Residential Treatment
Facillty

Beth Marris

(502)564-9592 x
3156

BethA.Morris@ky.qov

il

- -




OHPSurvey - Registration

OHP Survey Registration

Registration Information

Facility:

City:
State:
Zip:
County:

License/Exempt #: 000100

Example Facility

Street 1: |

Street 2: |

e 21 * Required If KY address

Available Survey(s) for Current Survey Year

® If a survey does not appear for completion, please contact the Office of Health Policy at (502) 564-9592.
Requlred reporting includes; Hospitals, Ambulatory Surgery, Magnetic Rescnance Imaging, Megavoltage,
Positron Emission Tomography, Home Health, Hospice, Long Term Care, Private Duty Nursing and Psychiatric
Residential Treatment Facllltles. If a service Is conducted under a different license number from a Hospital
then the survey will be provided under that speclfic number. Select current survey under Survey Completion
below. Input survey data and submilt to state for each survey below.

® Survey deadline March 15.

Facility's Survey(s)

Year |Complete Survey Completion Equipment |Blank Downloadable

Date

20T Ambulatory Surgery 11 t Ambulato ur Il

2613 Home Health 11 Print Home Health 11

2T ospice Print Hospice

2013 Hospital Print Hospit

A3 Long Term Care Print Lopg Term Care

AL E Magnetic Resonance Imaging |Eaquip for rin etic Res ce Ima

MRI

2843 eqavoltage Radiati in ri egavoltage Radiation
Accelerator) ea or

2013 Positron Emission Tomography Print Positr slo

Tomography

243 Private Duty Nursing Print Private Duty Nursing

2613 Psychiatric Residential rint P iat identi
Treatment Facility Treatment Facility

Available Survey(s) for Prior Survey Year(s)

Facility's Survey(s)

Year | Complete Date

Survey

Equipment |Download Survey




OHPSurvey - Registration Respondent

OHP Survey Registration

Respondent Information

Identification #: 000100
Facllity: Example Facllity
Survey: HPT

Survey Year:

Peeiy |
‘ULJE‘I

Respondent First Name:

Respondent Last Name:

Respondent Phone: |

Respondent eMail: |

Administrator First Name: |

Adminlstrator Last Name: |

Administrator Phone: |

i*

* * ¥

Administrator eMail: |

[save| | continue |

SRS =




OHPSurvey - Survey Instructions

Mﬂi& Instructions for Survey
Hospital

R =g
This survey is for the reporting period: January 1,-%-1% thfough December 31; . )

INTRODUCTION: The printable version of the survey Is only for your convenience in completing the
survey. Paper copies of the survey are not accepted by the Office of Health Policy. The accuracy and
completeness of the data reported In this survey are essential to the process of health planning in
Kentucky. All data must be éw%énd complete before the survey will Ws dered acceptable.
%@ﬁ are due March 15, . survey is for the period January 1, rough December 31,

. You are responsible for the accuracy of the data reported in this survey. Failure to complete and
correct the Indicated parts of the survey will result in your facility belng reported to the Office of
Inspector General for a possible licensure deficlency. Retaln a copy of the completed survey for your files.
If there are any questions concerning the preparation of this survey, please contact Beth Morris (502)
564-9592 or BethA.Morris@ky.gov.

All survey extension requests must be approved by the Office of Health Policy. Policies regarding data
submission and changes to data are set forth in 900 KAR 6:125,

The Office of Health Policy is responsible for the development of the Kentucky Annual Hospltal Utilization
and Services Report. The data requested in this document represent data requirements approved by the
Cabinet for Health and Family Services as set forth in 902 KAR 20:008 and 900 KAR 6:125,

Please retain a copy of the completed survey in your files for reference. It Is not necessary to send a copy
of the survey by mall. Surveys are accepted via the secure website submission only.

DEFINITIONS:

In all instances, unless otherwise specified, the terms used Is survey are the same as those found in
the American Hospital Association AHA Hospital statistics, Edition. Twa specific areas require
caution - surgical operations versus procedures and emergency room and outpatient visits versus
services.

Contact Information

Beth A. Morris

Office of Health Policy

Cabinet for Health and Famlly Services
(502) 564-9592 x 3156

BethA.Morris@ky.qov
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@Ryj@iﬁt& Hospital Survey

UTILIZATION BY SPECIFIC SERVICE

INSTRUCTIONS (Please read all items carefully) Complete all items.
m Do not include blrths In the number of admisslons or Level I newborn days In the number of inpatlent days.
Inciude deaths In the number of discharges.
w Utllization data for chemical dependency, physlcal rehabilitation, or long-term care Inpatients should not be
Included In this section unless beds licensed as acute care beds or psychlatric care beds were used to provide

thoss services Gorks sials dnad crly Secian® - Poychiatic b Sectron £~ | Aecess vogpi
o Cr+co.\.ﬁ.c, \-\os.p&?\s \d onlySectvon 8 - Psychia e oid ion h'CE‘-{F:-}-\::.«- spita)

Facllitiesinclude-Swin g—da%u—eadlne—ﬂ:-
m 23-hour or less observation patients should not be Included In this sectlon

m Line C should express your facllity's acute & psychlatric care operation only (Line A + Line B) Including
Intensive care and Level II, III & IV neonatal,

m Iftherels a # in the Admissions column, there must be a # in the Beds In Operatlon column.
Acute and Psychiatric Utilization

Service Unit Beds in Admissions |Number of |Numberof |Number of
Operation (At |(Exclude Inpatient Discharges |Discharge
end of births) Days Days
reporting
AcAe Cace, |Period)
1. Med/Surg. Adult  |[o | Jo | |Jo P |le I o I
and Peds i
2. Obstetrics Jo | Jo | o | o { o | '
3.1CU/CCU/Burn  |[o | [o 1| I 1{Jo | o |
4. Neonatal o | fo Lo | |]o | |le |
II/II1/IV
A. Acute Care Total
el Carp fo | Jo =] lo Poljo | |le |
1. Licensed or Jo | Jo | Jo I o ) qJe |

Allacated Child
(0-12 Yrs) Psych

2. Licensed or 0 0 0 0 0
Allocated I I I | I | ! ' ! |
Adolescent (13-17

Yrs) Psych

3. Licensed or Jo | fo i o | o [ |lo i

Allocated Adult (18-
64 Yrs) Psych

4, Licensed or |0 | |0 | |o | |o | |0 |
Allocated Adult /
Geriatric (65 Yrs &
older) Psych

B. Psych Care Total |[o | Jo | Jo Folle i o

C. Total Acute Care |[o i Jo | jo Poljo i o i
and Psych Care

D. Swing Beds Jo | Jo i |Jo | o | o ;
E. LTACH Beds jo ! Jo i o | 1o | o |

E1. Facility where LTACH Beds are Located: io L[




OHPSurvey - Survey Hospital(HPT)

E2. Certification Holder for LTACH Beds: jo
Comment a
2

You've entered 0 characters of 255
|Save I | Continue |

I Ceticol Access Hosp
1 Criticol Access Acote
9 Ceiricol Access Sovng
T Crrical Access el




OHPSurvey - Hospital( HPT) Census

@@2&1& Hospital Survey

Instructions Census Data

Identification #: 000100
Facility: Example Facility

u If number of llcensed beds changed between the First Day of the Reporting Period and the Last Day of the
Reporting Period, please glve date and type of change by category in the comment box, e.g, 20 Acute Beds
converted to 20 Psychlatric Beds March 14

LiCenSed beas are roviE%;%oE‘caMIn = (o316 )nd be.ch d byams,
'::ﬂ-\—tg ncﬂ— coryect, ﬁ»rom otvee ol H::nlﬂ'-.!’at.-g_h Gﬁ,i Posich, A\\:g;:é&ed AS mﬁ“s"\?&(mﬁfsﬁﬁd lz,.ow
Egﬁ é’ﬁ‘s" E'Fﬂerd Psyen Dec 3\, ace allecated,

¥
Acute and Psychiatric Care census as of Midnight, December@i,
December 3

Number of 23-Hour Observations Patients lan 1 through December 3 , : | |
How many patients were subsequently admitted? Io |
Beds and Utilization by Licensure Category
Licensure Category Number of Licensed Number of Licensed Number of Licensed  General Psych
Beds Jm Beds Jan 1, 2813~ Beds Dec 31, 28343  Allocated As+
(Per SWYRF.‘;S (sevYR) (sRvR)  Dec 31(sRVYR)

1. Acute Care o Io ] IO

{plaase read * below) m . !

1-A. Neonatal II ]o ] 0 |

1-B. Neonatal III 0 i 0 |

1-C. Neonatal IV 0 ] 0 |

2. General Psych [o | 0 [

3. Child Psych 0 i i} I IO l

4. Adolescent Psych 0 | 0 | fo |

5. Adult Psych 0 | Io | |u [

6. Geriatric Psych [o 0 |o i

7. Total License [o | 0 I

Psych

8. Swing Beds 0 | 0 |

9, LTACH Beds |o | i I

* INCLUDES Pedlatric/Orthopedic, Neconatal 1I, I1I & IV Beds and Swing Beds.

10. e o\ Access BesP Berds

Comment L.:I
You've entered 1 characters of 255 I

JSE A s

| Save | | Continue




OHPSurvey - Hospital(HPT) Intensive Care

6&@291«3 Hospital Survey

Instructions Intensive Care Service

Identification #: 000100
Facility: Example Facllity

B TRANSITIONAL CARE BEDS are not to be included (Speclal Care, Prograssive Care, Step Down Beds, Etc.) in
any of the Service Unlt Categorles for Intenslve Care Below.

Intensive Care

Service Unit Beds in Operation Patients Number of
at End of Reporting Inpatlent Days
Period
1. Med/Surg ICU (include mixed 0 0 0
ICU/CCU) I l J | I I
2. Pediatric ICU |o | |0 [ |o |
3. Cardlac Intensive Care (CCU) |0 | 0 I 0 |
4. Burn Care Io | 0 I 0 |
Neonatal Care (exclude newborn days)
Service Unit Beds In Operation Patients Number of
at End of Reporting Inpatlent Days
Period
1, Neonatal Intermediate Care (Level II) o | |u | |o |
2, Neonatal Intensive Care (Level III) o | 0 i 0 |
3. Neonatal Intensive Care (Level IV} Iu j 0 0 |

Newborn Service (include only Level | care)

Service Unit Beds in Qperation
at End of Reporting
Period

1. Bassinets in Operation

2. Total Births

3. Newborn Days
Comment |

il

You've entered 0 characters of 255

ISaveI | Continue |




OHPSurvey - Hospital(HPT) Chemical Part I

@M-ZOB Hospital Survey

Instructions Chemical Dependency Care

Identification #: 000100
Facility: Example Facility

m Complete this sectlon for the utllization of LICENSED Chemlcal Dependency beds only.

= Utllization data for acute care, psychlatric care, or physical rehabllitation Inpatients should not be included in
this section unless beds licensed as chemilcal dependency were used to provide those services.

= T T T— T —— el

Chemical Dependency Care Utilization by Service

Account for the unduplicated utiltzation of all beds licensed for chemical dependency care
which are set up and staffed for use (beds in operation) regardiess of their actual use, For
example, if a patient is admitted to detox, was transferred to rehab and then discharged, that
would count as one admission and one discharge.

Searvice Unit Chemical Dependency
Jan 1 - Dec 31, m@Wﬁ)
Beds in Operation {at end of reporting period) i
Number of Admissions 0 [
Number of Inpatient Days 0 [
Number of Discharges o |
Number of Discharge Days lu [
= — — - — I ————

Chemical Dependency Care Census Data

Chemical Dependeg_c¥ Care,lLicensure Categoty

Licensed beds as of Jan 1;-2844 (per licensing and
regulation
Number of Licensed Beds Jan

Number of Licensed Beds Dec 3 f 0

Chemical Dependency Care Comment

If number of licensed beds for Chemical Dependency changed between the first day of the reporting
period and the last day of the reporting period, give date(s) of changes() [n comment box:

Comment | l:'[
=

You've entered 0 characters of 255

[ save ] | continue |




OHPSurvey - Hospital( HPT) Chemical Part 11

é@ﬁ@i’ﬁﬁ Hospital Survey

Instructions

Identification #: 000100
Facility: Example Facility

® Account for the utllization of all beds used for chernical dependency care regardless of their actual licensed
category. For example, if a patient is admitted to a psychlatric care bed and treated for chemical dependency,
then you should complete this section.

Chemical Dependency Care Utilization

Chemical Dependency Care Utilization
Utilization/ Detox Beds |Detox Detox Rehab Beds |{Rehab Rehab
Service in Admissions |Inpatient in Admissions |Inpatient
Operation Days Operation Days
Alcoholism B | |]o | {le I o I o | |Jo |
Only by
Admissions
Alcoholism &  |[o L |]e | |lo { o I {Jo I |Jo |
Drugs by
Admissions
Drugs Only by |[o | o | (o | |lo i e I ]lo
Admissions
Others o 0 i (o 0 0 0 ;
= l [ | ol Pl Ll
Admissions
Total by o L e b |lo | |le i |lo 1 o
Admissions
Children (0-12) |[o i ]o b |fo | |Je i |]o i |lo |
by Age
Adolescents 0 I o I o | {Jo | |Jo i |lo !
{13-17) by Age ’ l ! ' r l
Adults (18 &  |[o Lo | | | [jo | flo [ [jo i
older) '
Total by Age  |[o e [ |]o [ |l | e | o |
Comment | I;l
You've entered 0 characters of 255
{save| | continue |




OHPSurvey - Hospital(HPT) Physical Rehabilitation

(svyRl2013 Hospital Survey

Instructions Physical Rehabilitation Care

Identificatlon #: 000100
Facillty: Example Facility

m Complete this section only for the utllization of beds licensed for physical rehabllitation care.
m Complete all iterns. If there are no data for an item, please use zero.

= Utllization data for acute care, psychlatric care, or chemical dependency inpatients should not be Included In
this section unless beds licensed as physical rehabllitatlon beds were used to provide those services.,

Physical Rehabilitation Care Utilization by Service

Beds in Operation {(at end of reporting period)
Number of Admisslons

Number of Enpatient Days

Number of Discharges

Number of Discharge Days

1111

Account only for the unduplicated utilization of all beds licensed for physical rehabilitation care
which are set up and staffed for use (beds in operation) regardless of thelr actual use.

Sarvice Unit Physical Rehabilitatio
Jan 1 - Dec 31

Physical Rehabilitation Care Census Data

Physical Rehabilitation census as of midnightsev YR
Dec 31, 0 ]
Dec SES,.?;% ln

Physical Rehabilation Care Licensure Category

Licensed beds as of Jan 1\,'320!:-1- p:l‘ licensing and
regulation)(s
Number of Licensed Beds Jan 1
SHYYR

Number of Licensed Beds Dec 31,

Physical Rehabilitation Care Comment

If number of licensed beds for physical rehabilitation changed between the first day of the reporting
period and the last day of the reporting perlod, give date(s) of changes() in comment box:

Comment |

You've entered 0 characters of 255

|Save| | Continue |




OHPSurvey - Hospital(HPT) Surgicat Services

621102643 Hospital Survey

instructions Surgical Services, Lithofvi pfer and CT7 Services
Idantification #: 000100
Facllity: Example Facility
Total Surgicai hours are dzfined as the time that the operating reom was in actus! use. Do net lnclude
schaduled time, avallable tima, and/or ciean-up time.
Average Clean-up time between operations Is to be reported (n minutes.
1. Include hezrt trensplant operations In tha total of all heart surglcal operations.
2. Anigloplasty should not be counted as open heart surgary,

*Surgical Operations: Defined as discrete patlent encounters, whether major or miner, performed In the
operating raom(s). A surgical operation can Involve one or more surglcal procedures, tut is stil) considered
only one aparation. Unless spedific procedures are asked for, operations should be report=d.

] otal erating rooms: Defined as the # of existing operating rooms which currently meet all state and faderal

ulrements (inclu b li nical engineering requirements foe tem tu lath
umidity, filter ressure re nships and ventilatien).

= =*Qutpatient Visit: Defined 25 visits by patients who are nat lodged In the hospital while recelving madical,
dantal, or other services. A vislt consists of ane or more occaslons of service, Below under E. Outpatlant
Utilizatlon da nat Include labs In tha Other Outpatient Vislts. Examiple: Sus was seen for three tests on June 1.
All thres tests were I different departments. Sue had one actual visit,

® Lithetripter and CT sections: use a zero If no servlzas I3 provided, If a mablle Is use still give # of dzvices
used. The moblle provider must be listed,

A. Heart Surgical Operations

1. Adult Dpen-heart Operations *
2. Padiatric Open-Heart Oparations »

B. Inpatient Surgical Operations
1. Inpatlent Surgical Operations » {excluding heart)

C. Operating Room

1. Heart oparzating rooms (Dedicated to hzart)
2. Inpatient operating rooms (exclusive Inpatignt use)

3. Operating rooms (non-excluslve use ONLY}. Do nat Include
cystascopy rooms.

4, Cystoscopy rooms, Not Include In C-3 operating rcoms.
Em— e

D. Service Time (Inpatient Operating Rooms)

1. Total Surglcal Hours (Report In who'e tiours)

2. Average Cleas-up tme (Report in whole minutes; je. 15}
CO— T e 5 o, —

TN

E. Outpatient Utilization {Do NOT include ambulatory surgery utitization and do
not include labs in other outpatient visits.)

1. Emergency Room visits %+ fa }
2. Other outpatlent visits == k i
3. Laboratary cutpatient visits

_7

e ——, = B




OHPSurvey - Hospital(HPT) Surgical Services

F. Lithotripter Procedures (ESWL)

Lithotripter Mobile Devices  ves O No
1. Lithotripter Units {Number of Devices) Iu |
2. Billary Procedures 0 |
3. Renal Procedures 0 ]
e L == i b
G. CAT Scans
CT Mobile Devices O vYes O No
1. Total CT unlts (Number of Devices) 0
2, Total CT Scan Procedures (Head and Body) Io i
Name of Mobile Unit Service(s) used/Comment
Lithotripter: !
CT Scanner: i
Comment i
[
You've entered 0 characters of 255
T L . —

|Save| | Continue |




OHPSurvey - Survey Hospital(HPT) Cradiac Catheterization

Cﬁ&_‘l@iﬂt& Hospital Survey

Cardiac Catheterization Procedure Section

Identification #: 000100
Facllity: Example Facility
Hospitals are no longer required to complete the Therapeutic and Diagnostic Cardiac Catheterization
Procedures portlon of the Annual Hospital Utilization Survey. This change has been implemented as a
result of changes in the 2010 - 2012 State Health Plan which was Implemented in September 2010. The
State Health Plan -new specifies that cardiac catheterizatlon utilization will be determined from
administrative clalms data submitted by hospitals as required by 900 KAR 7:030 - Data Reporting by
Health Care Providers and be published in the Kentucky Annual Administrative Clalms Data Report. (Graide
ecization Reaett.
The Kentucky Annual Administrative Claims Data Report will use the administrative claims data to
determine utilization. It will also use the Certificate of Need Inventory of Health Facilities and Services to
determine the number of cardlac catheterization labs that have recelved CON approval. Please review this
list on our web site at: http://chfs.kv.gov con/ and notify the Office of Health Policy, Certificate of
Need at 502-564-9589 to resolve any discrepancies.

Comment

Comment | L_;J

You've entered O characters of 255

[Savel | Continue |




OHPSurvey - Hospital(HPT) Transplant

FM@ -2013 Hospital Survey

Instructions Transplant Procedures

Identification #: 000100
Facility: Example Faclility

® Please indicate the number of transplant procedures by organ site and age of the reciplent. The criteria for
determining whether a transplant to a person 14-17 years old Is to be classified as an adult or pediatric
transplant rests with the hospital staff.

Transplant Procedures Heart

Adult 14-17 Yrs: |
Aduit 18 & Older Yrs: [p
Pediatric 0-13 Yrs:
Pedlatric 14-17 Yrs:

1]

Transplant Procedures Heart/Lung

Adult 14-17 Yrs:
Adult 18 & Older Yrs:
Pediatric 0-13 Yrs: |p
Pediatric 14-17 Yrs: [o

1]

1]

Transplant Procedures Lung

Adult 18-17 Vrs:
Adult 18 & Older Yrs:
Pediatric 0-13 Yrs:
Pediatric 14-17 Yrs:

ol o

1

Transplant Procedures Bone Marrow

Adult 14-17 Yrs: [
Adult 18 & Older Yrs: |o
Pediatric 0-13 Yrs: [p
Pediatric 14-17 Yrs: |p

1111

Transplant Procedures Kidney

Adult 14-17 Yrs: §p
Adult 18 & Older Yrs: [p
Pedlatric 0-13 ¥Yrs: [p
Pediatric 14-17 Yrs: |o

il




OHPSurvey - Hospital(HPT) Transplant

Transplant Procedures Liver

Adult 14-17 Yrs: Jo
Adult 18 & Older Yrs: [
Pediatric 0-13 Yrs: [o
Pediatric 14-17 Yrs: [p

1T

Transplant Procedures Pancreas

Adult 14-17 Yrs: [g
Adult 18 & Older Yrs: [g
Pediatric 0-13 Yrs: |
Pedlatric 14-17 Yrs: [o

11

Comment

You've entered 0 characters of 255

| == —— — TIE T e T =

[ save | | continue |




OHPSurvey - Completion

Hospital Survey for.zoaar@M@)

Survey Data Verification

Thank you for completing the survey.

On behalf of the administration of Example Facllity, I certify that the information contained In this
report Is complete and accurate. After reviewing the Information contained in this report, I hereby
submit It as an official record of the facility's activity in compliance with 902 KAR 20:008 and 900 KAR
6:125,

*Only verify once the survey Is completed.*

Once data Is complete, verification notices will be emalled to the state and to your facility's respondent
and administrator, If the respondent or administrator does not receive this confirmation it Is likely that
thelr email address was not Included or had a typo in the reglstration sectlon of this survey. In thls
case, please contact the Office of Health Policy so this can be corrected,

Respondent Name:

Administrator Name:
Origlnal Completion Date:

By clicking this button you are Indicating that this survey is complete. You will not be able to change any
of the data.

I Verify and Submit to State | {Print]
Incomplete Survey(s)
Facility's Survey(s)
Year | Survey Equipment |Printable Survey
20713 | Ambulatory Surgery IT Print Ambulatory Surgery II
2013 |Home Health IT Print Home Health 11
2013 | Hospice i ce
2613 | Hosgpital Print Hospltal
2813 |Long Term Care Print | ona Term Care
20813+ Maanetic Resonance Imagjng Equip for r agnetic Resonance Ima
MRI
26134 val adiati Linear rl tage Radiatlon {(Linear
Accelerator) Accelerator)
2043 ion T ra E oqr
2813 | Private Duty Nursing t Private Duty Nursin
2013 | Psychiatric Residential Treatment chia i reatmen
Facllity Facility




OHPSurvey - Home Page

IRVY,

Kentucky Health Survey Registry

Welcome

Private Duty Nursing Services

Good afternoon!

utilization and service,

License/Exempt #: |
Password: |
Re-enter Password: |

This application supports the entry and tracking of survey information relating to the health care

Contact Information

For KY Health Survey program support, please contact:

Cabinet for Health and Family Services
Office of Health Policy
Health Policy Planning and Development

Contacts for survey.

Survey

Contact

Phone #

eMall Address

Ambulatory Surgery I1

Beth A, Morris

{502) 564-9592 x
3156

BethA,Morris@ky.aoyv

Home Health II

Sheena R. Eckley

502-564-9592 x
3153

sheena.eckley@ky.qov

Hospice Sheena R. Eckley (502)564-9592 x | sheena.eckley@ky.qov
3153

Hospital Beth A. Marris (502) 564-9592 x |BethA.Morris@ky.qov
3156

Long Term Care Beth Morris and (502)564-9592 BethA. Morris@ky,qov

Allison Lile

Megavoltage Radiation (Linear Beth A. Morris (502) 564-9592 x |BethA.Morris@ky.qov

Accelerator) 3156

Magnetic Resonance Imaging Beth A. Morris {502) 564-9592 % | BethA.Morris@ky.gov

3156

Private Duty Nursing

Sheena R. Eckley

502-564-9592 x
3153

sheena.eckley@kyv.qov

Positron Emission Tomography

Beth A. Morris

(502) 564-9592 x
3156

BethA.Morris@ky.gov

Psychlatric Residentlal Treatment
Facllity

Beth Morrls

(502)564-9592 x
3156

BethA.Morris@ky.gov

S — -

S——




OHPSurvey - Registration

OHP Survey Registration

Reﬁgistration Information

Facility:

License/Exempt #: 000100

Example Facillty

Street 1: |

Street 2: r

County: |

City: |
State: [ |

zip: [ <]
_'T' * Required If KY address

*

Available Survey(s) for Current Survey Year

m If a survey does not appear for completion, please contact the Office of Health Pollcy at (502) 564-9592.
Required reporting includes; Hospitals, Ambulatory Surgery, Magnetic Resonance Imaging, Megavoltage,
Pasitron Emission Tomography, Home Health, Hosplce, Long Term Care, Private Duty Nursing and Psychiatric
Resldential Treatment Facllities. If a service Is conducted under a different license number from a Hospltal
then the survey will be provided under that speclfic number, Select current survey under Survey Completion
below. Input survey data and submit to state for each survey below.

8 Survey deadline March 15,

Facility's Survey(s)

Year | Complete Survey Completion Equipment |Blank Downloadable

Date

2013 b S 11 Prin b I
2043 Home Health II Print Home Health II

2843 H ce t ce

207 Hospita| Print Hosoital

2013 Lono Term Care Print Long Term Care

283 Maaqneti onance 1 n Equip for t Ima

MRI
2013 volt di Line int Megavol
Accelerator) {Linear Accelerator)
L2843 osit To h Print Pos miss!
Tomoqraphy
-203+3 Private Duty Nursing Print Private Duty Nursing
2843 ial rin chia e i
Tr nt Facllit Treatment Facillty
Available Survey(s) for Prior Survey Year(s)
Facility's Survey(s)
Year | Complete Date | Survey Equipment |Download Survey

2612

Ambutetory-Suraery 1




OHPSurvey - Registration Respondent

OHP Survey Registration

Respondent Information

Identiflcation #: 000100
Facility: Example Facllity
Survey: PDN
Survey Year:
Respondent First Name: | *
Respondent Last Name: | *
Respondent Phone: | *

Respondent eMatll: | *
Administrator First Name: | *
Administrator Last Name: | | *

Administrator Phone: | &
Administrator eMail: | } *
|sava| | Continue |
= ot L e — SN Y B WRCTER. S NN - B —"0 L




OHPSurvey - Survey Instructions

(S8} 2013 Instructions for Survey

Private Duty Nursing

ESRW@ ;sevyR )
This survey Is for the reporting period: January 1, tHrough December 31, :

INTRODUCTION

The Kentucky Annual Survey of Licensed Private Duty Nursing Agencles is required to be completed and
submitted via the internet. The printable version of the survey is only for your convenience in completing
the survey on paper before submitting the data online.

The accuracy and completeness of the data reported in this survey are essential to the process of health
planning in Kentucky. It also represents the data requirements as set forth in 902 KAR 20:008 and 900
KAR 6:125. All items must be completed with actual tabulated data before this survey will be consldered
acceptable. Surveys are due March 15,28t All survey extension requests must be approved by the
Office of Health Pollcy. @R YR4+1

You are responsible for the accuracy of the data reported in this survey. Failure to complete and correct
the indicated parts of the survey wlll result In the Office of the Inspector General being notified of a
possible licensure deficiency. Retain a copy of the completed survey for your flles,

If there are any questions concerning the preparation of this survey, please contact Sheena Eckley {502)
564-9592 or emall sheena.eckley@ky.gov.

The Cabinet for Health ggg{‘% ly Services s collecting Private Duty Nursing data for the January 1

through December 31, ey period. The survey consists of three sections to collect data from
Private Duty Nursing only. Do not report data related to Homecare or Hospice. Report only Kentucky
countles served in E«Egﬁ\.{ﬂiase report the required data by the following definitions for each section.

SECTION I
Ry
Agency Census, Admissions 8 Discharges January 1,(%-)- December 31, MRJ

Beginning Census - Enter the number of unduplicated patients admitted for services as of January 1,
2843, by county. (Patients carried over from )

|GRvYR SRVYYR -1 v
Admlssions Duringg-:la RIE}nter the total number of admissions made from January 1, agﬁa-t"f: ecember
31, 2843, by county (Including re-admissions).
QRVY&) %Rigﬂ)
Discharges During ~’Enter the number of total discharges (including deaths) made from January 1,
to December 31, 26818, by county.
RYYR) (SrvyR)
Ending Census - Enter the number of unduplicated patients admitted for service as of December 31,
@ﬁ, )by county. (Beginning Census + Admisslons - Discharges = Ending Census).
£

SECTION II

Number of Patients Served by Age Group by County: Count one time each unduplicated patient who
recelved services by a Skilled Nurse (RN/LPN) or a Nursing Asslstant during the reporting period, l.e., @
patient seen during this period should be counted once. Enter the correct number of patients served in
the appropriate age group and county. The total patients served should not be greater than the beginning
census + admissions in the Private Duty Nursing census.

SECTION III
Private Duty Nursing: Enter the number of patients who were served by an RN, LPN or Nursing Assistant

during the reporting period. Report each unit of service in 1 hour Increments. Private Duty Nursing
services are those that are provided under the agencles llcense.




OHPSurvey - Survey Instructions

Contact Information

Sheena R. Eckley

Office of Health Policy

Cabinet for Health and Family Services
502-564-9592 x 3153

eena.eckl ky.gov




OHPSurvey - PDN

GMEOHPrivate Duty Nursing Survey

County Selection

License Number: 000100 Agency: Example Facllity

Countyl Ivl *

Completed Counties

Completed County List for Private Duty Nursing Services
County | Beginning Census AdmissionsTEscharges

Ending Census




OHPSurvey - PDN

@@@ﬂmﬂﬂwivate Duty Nursing Survey

County Selection

License Number: 000100 Agency: Example Facility

County l ) =] *

Section I: Census

Agency Census, Admissions & Discharges January 1,@ aecember 31, m Enter census data for

Private Duty Nursing services; le, skilled Nursing or Nursing Assistant Services.
Beginning Census lg f*

Admissions |o [*
Discharges [g *
Ending Census Jo | |__ calc Ending Census |

1

Section Il: Number of Patients Served by Age Group by County:

Number of Patients Served by Age Group by County: Count one time each unduplicated patient who
received Skilled Nursing or Nursing Assistant services during the reporting period. The total patients
served should not be greater than the beginning census + admissions,

Age Groups Private Duty Nursing
Ages <1 |p

Ages 1-5 Iu—i
Ages6-14[p |
Ages 15-20[p |
Ages 21-32[p0 |
Ages 33-44 [p
Ages 45-64 ]

Ages 65-74 Iu *

Ages 75-84 |g b

Ages B85+ Ia *

Total Patients Served fo ||__calc Tot Served _ |

*

#*

*

*

*

|

Section lII: Private Duty Nursing Services

Private Duty Nursing: Enter the number of patients who were served by an RN, LPN or Nursing Assistant
during the reporting perlod. Report each unit of service in 1 hour increments.

Patient Served Number of Units
RN 0 }* lg__lx
LPN ]o_'_]* [5_1*
NA [5—"_|* |0_'|*
Totals I'n—_-_] Jo | |_calc Tot Served |
e

Section IV: Comment




OHPSurvey - PDN

You've entered 0 characters of 1000

| save | | Finished || Delete |




OHPSurvey - Completion

Private Duty Nursing Survey for 2013 (SRVYR)

Survey Data Verification

Thank you for completing the survey.

On behalf of the adminlstration of Example Facility, I certify that the Information contalned in this
report is complete and accurate. After reviewing the information contalned In this report, I hereby
submit it as an official record of the facility's activity in compliance with 902 KAR 20:008 and 900 KAR
6:125,

*Only verify once the survey is completed.*

Once data Is complete, verification notices will be emailed to the state and to your facllity's respondent
and administrator. If the respondent or administrator does not receive this confirmation it Is likely that
their email address was not included or had a typo in the registration section of this survey. In this
case, please contact the Office of Health Policy so this can be corrected.

Respondent Name;

Administrator Name:
Original Completion Date:

By clicking this button you are indicating that this survey is complete. You will not be able to change any
of the data,

| Verify and Submit to State | [ print]|

Incomplete Survey(s)

Facllity's Survey(s)

Year | Survey Equipment |Printable Survey

2613 | Ambulatory Surgery 11 Print latory Surgery II

2813 | Home Health 11 Print Home Health IT

2613 | Hospice Print Hospice

284+ | Hospltal Int Hospital

BBt¥|long Term Care Print Long Term Care

2613 | Maanetic Resonance Imaging Equip for Print Maanetic Resonance Imaalng

MRI

2013 | Megavoltage Radiation (Linear Print Megavoltage Radlation (Linear
Accelerator) Accelerator)

2813 Positron Emisslon Tomography t Posi o ogra

2643 | Private Duty Nursing Print Private Duty Nursing

281Y | Psvchiatric Residential Treatment Print Psychiatric Residential Treatment
Facllity Facillty




OHPSurvey - Home Page

VV 2813 Long Term Care

Kentucky Health Survey Registry

Welcome

Good morning!

utilization and servlce,

This application supports the entry and tracking of survey Information relating to the health care

License/Exempt #: | *
Password: | *
Re-enter Password: ] | *
= — L oo =
Contact Information

Office of Health Policy

Contacts for survey.

For KY Health Survey program support, please contact:

Cabinet for Health and Family Services

Health Pollcy Planning and Development

3156

Survey Contact Phone # eMail Address

Ambulatory Surgery 1I Beth A. Marris {502) 564-9592 x |B Morrl ov
3156

Home Health II Sheena R. Eckley 502-564-9592 x sheena.eckle .aov
3153

Hospice Sheena R. Eckley {502)564-9592 x |sheena.eckley@kyv.qov
3153

Hospital Beth A. Morris (502) 564-9592 x |BethA.Morris@ky.gov
3156

Long Term Care Beth Morris and (502)564-9592 BethA.Morrls@ky.qov

Allison Lile

Megavoltage Radiation (Linear Beth A. Morrls (502) 564-9592 % |B .Morris .qov

Accelerator) 3156

Magnetic Resonance Imaging Beth A. Morris {502) 564-9592 x | BethA.Morris@ky.aov

3156

Private Duty Nursing Sheena R. Eckley 502-564-9592 x sheena.eckley@ky.qov
3153
Positron Emission Tomography Beth A. Morris {502) 564-9592 x |BethA.Morris@ky.goy

Psychlatric Residential Treatment
Facility

Beth Morris

(502)564-9592 x
3156

BethA.Morris@ky.gov




OHPSurvey - Registration

OHP Survey Registration

Rggistration Information

License/Exempt #: 000100
Facility: Example Facillty

Street 1: lm | *
Street 2: | i
Clty: lFrankfurt i*

State: ||(y i*
zip: faosor | *-| i
County: | FRANKLIN iv Ij * Requlred If KY address

— =

Available Survey(s) for Current Survey Year

= If a survey does not appear for completion, please contact the OFffice of Health Policy at (502) 564-9592,
Required reporting includes; Hospltals, Ambulatory Surgery, Magnetic Resonance Imaging, Megavoltage,
Positron Emission Tomography, Home Health, Hospice, Long Term Care, Private Duty Nursing and Psychiatric
Resldentlal Treatment Facllities. If a service Is conducted under a different license number from a Hospital
then the survey will be provided under that specific number. Select current survey under Survey Completion
below. Input survey data and submit to state for each survey below.

m Survey deadline March 15.

Facllity's Survey(s)

Year |Complete Survey Completion Equipment |Blank Downloadable

Date

4043 Ambulatory Suraery 11 rgery H

2643 Home Health 11 Print Home Health 11

4013 Hosplce Print Hospice

2613 Hospital Pr ospl

20643 Lona Term Care Print Lonag Term Care

2013 eti ance Imaal Equlp for Print Magnetic Resonance Imaaing

MRI

et ] Megavoltage Radiation {Linear Print Megav tion
Accelerator) {Linear Accelerator}

3 osi Emi Tomograph Print Positron Emission

Tomography

L2013 Private Duty Nursing Print P N

2613 sychiatric Res al Print Psychlatric Res|dential
Treatmen t Treat L Fi

Available Survey(s) for Prior Survey Year(s)

Facility's Survey(s)
Year | Complete Date | Survey Equipment |Download Survey

2012 Ambulatery Suraerv-H-




OHPSurvey - Registration Respondent

OHP Survey Registration

Respondent Information

Identification #: 000100
Facility: Example Facllity
Survey: LTC

Survey Year: |-zm |v|

Respondent First Name: |

Respondent Last Name: ]
Respondent Phane: |

Respondent eMall:

Administrator First Name:

Administrator Last Name: l
Administrator Phone: |

Administrator eMail:

[save| [ continue |




OHPSurvey - Survey Instructions

(SRvYR) 2043 Instructions for Survey

Long Term Care

SNYR YR
This survey Is for the reporting period: January 1,&‘&1—3 th)rough December 31, % )

INTRODUCTION: The Kentucky Annual Survey of Lang Term Care Services Is required to be completed
and submitted via the Internet. The printable version of the survey is only for your convenience in
completing the survey on paper before submitting the data online. The accuracy and completeness of the
data reported In this survey are essentlal to the process of health planning in Kentucky. It also represents
the data requirements as set forth in 902 KAR 20:008 and 900 KAR 6:125. All ltems must be completed
with actual tabulated data before this survey will be considered acceptable. Surveys are due March 15,
/26‘1-4. All syrvey extension requests must be approved by the Office of Health Policy.

SRVYRT+L

The Office of Health Policy has established clear policies and guidelines regarding changes, after the
survey deadline, to data that has been submitted. Those policies are set forth in 900 KAR 6:125.

The Office of Health Policy Is responsible for the development of the Kentucky Annual Survey of Long-
Term Care Facilities, In which all licensed long-term care facilities are required to complete. This survey Is
for the period January 1, 2813 through December 31, ie-laonly.

($RvR) 3RVY<)
PLEASE READ ALL INSTRUCTIONS CAREFULLY AND THOROUGHLY. If there is anything that you do not
understand, please contact Beth Morris at BethA.Morris@ky.gov or Allison Lile at Allison.Lile@ky.gov.
Both can be reached at (502) 564-9592. After you fill out the survey, review it thoroughly. Please retain
a copy of the completed survey for your files,

Continulng Care Retirement Community (CCRC) Nursing Home Beds are issued a Certificate of
Compliance by the Office of Health Policy. Nursing Home (CCRC) beds are reported separately from
Nursing Home (Non-CCRC) bed utllization.

Footnote any bed changes from the last survey period as compared to previous survey periods. When a
discrepancy Is noticed between two surveys, we must call you to determine the cause of the difference.
This will cut back on the number of callbacks we make to you,

Data must be reported [n the manner required. Any survey found to have errors or omissions may be
returned directly to the administrator of your facllity. The survey Is to be completed and resubmiltted
immediately. Fallure to complete and correct the Indicated parts of the survey will result in your facility
belng reported to the Office of the Inspector General (OIG) for a possible licensure deficlency. Your
facility will be consldered out of compliance until you have reported completed and correct data.

Contact Information

Beth Morris and Allison Lile

Office of Health Policy

Cablnet for Health and Family Services
{502)564-9592

BethA.M v




OHPSurvey - LTC Resident Activity

@liﬁﬂ Long Term Care Survey

Resident Activity
INSTRUCTIONS (Please read all items carefully) Complete all items.

®» Enter the total number of admissions, discharges, and deaths for the twelve month period (January 1 -
DPecember 31) for each level of care for which your facillty was llcensed, {New: Only the bed types your
facility is licensed for will be avallable for you to enter data below.).

s Enter the Ending Census{total number of residents in your Facllity as of Midnight, December 31) for each level
of care.

u Verify the ending census by making the following check: Beglnning Censts + Admissions - Discharges -
Deaths = Ending Census.

= Enter the total patient days for each level of care. (Note: Total Patlent Days should not exceed Potential
Patient days.)

m Enter the Potential Patlent Days for each Ieveeb;is and

o If your facility was open for the entir H{E’?earﬂﬂa you did not have a change In the number or
type of beds: Potentlal Patlent Days = # licensed beds X 365 for each bed type.

o If your facllity was not in operation for the entire year or had a bed change durlng the year, calculate
and enter your Potential Patient Days as the total number of days each bed type was operational, In
this case please note the difference, In the comment section below.

m Continuing Care Retirement Community (CCRC) Nursing Home Beds are issued a Certlficate of Compliance by
the Office of Health Policy. Nursing Home {CCRC) beds are reported separately from Nursing Home (MNon-
CCRC) bed utllizatlon.

Resident Activity
Level of Lic Beg. Admis- | Dis- charges | Deaths |Ending |Total Potential
Care Beds |[Census |sions {Excluding Census |Patient |Patient
Deaths) Days Pays
Alzhelmer — 1Jo — fifo '} jlo  f o | o dfle 1 Jo Ll |
Facility
e o | o o o S | o | O o
Facility
Intermediate fo o b (Jo I |fo | Jo | {fo WIE ' o
Care
ICFAMRIID |fo Ho | 1o I o 5 Jo | l]o | {Jo b o
Nursing Home |[o tlo | Jo I {Jo i Jo |{Jo I {lo [ |{]o
{CCRC)
Nursing Home |[o [lo | |Jo [ [fo | Jo | [{o | |0 o
{Non-CCRC)
Personal Care ,o | lo ! |o | ]o i ]o ] |g i |o i |o
Comment [ L“.J:
You've entered 0 characters of 255
{ Validate Table | |Save |




OHPSurvey - LTC Payor Source

@y}ﬁ)mmng Term Care Survey

Payor Source

INSTRUCTIONS (Please read all items carefully) Complete all items.

m Please enter the number of patlent days by primary payor source for each level of care.

m Total Patient Days (the last column) Is pulled from Section 1 and should equal the total from all Payor Sources
for each bed type.

m If the last column, Total Patient Days, shows a zero for your bed types, return to Section I to enter that
number and save your data again.

m Contlnuing Care Retirement Community (CCRC) Nursing Home Beds are Issued a Certificate of Compliance by
the Office of Health Policy. Nursing Home (CCRC) beds are reported separately from Nursing Home (Non-
CCRC) bed utllization.

Payor Source

Level of Care Medicare |Medicaid |Private Other Total Patient Days
Alzhelmer Facility Jo e [1}o HJo [l)o t
Nursing Facility Jo I]o [ [Jo {{Jo [fo |
Intermediate Care fo H]o [|]o I{}o Hlo |
ICF/MR TTO fo Hlo 1o i]o Hlo |
Nursing Home (CCRC} Jo [|fo I{lo [H]o Iile |
Nursing Home (Non-CCRC) (fo I{[o {{fo []o I{lo |
Personal Care fo o Ilfo ]e ilfo J
Comment | l:_'

You've entered 0 characters of 255




OHPSurvey - LTC Resident Census by Age Group

@ﬁ@ -2613 Long Term Care Survey

Resident Census by Age Group

INSTRUCTIONS: (SRYYR)

o Please report the number of patlents who were In your facility as of midnight, December 31,2813

o Report only the level of care a patient Is recelving at that time.

o Report age as of the last known birthday of the patient, regardless of how close a patlent mag?g}gb
an upcomlng birthday. For example, If a Nursing Facllity patlent is 74 on December 31, 2813 i
expected to turn 75 on January 3, 2844 report that patient in the 65 - 74 column and Nursing Faclliity
row. {sRYYR+1

e-Fhe-Fate~Hast-cotomm s putted-frorm Ending-Census T Sechon 1 and should eqUal the sum fram att

o The Total (last column) Is pulled from Ending Census in Sectlon I and should equal the sum from ail
Age Groups for each bed type.

o Continuing Care Retirement Community {CCRC) Nursing Home Beds are issued a Certlificate of
Compllance by the Office of Health Policy. Nursing Home {CCRC) beds are reported separately from
Nursing Home (Non-CCRC) bed utllization,

Resident Census by Age Group

Level of Care Under 65 |65-74 75-84 85 and Unknown |Tatal
older

Alzheimer Facility o o Hlo [|]e | |lo Ilfo |
Nursing Facility fo {|]o Ijo 1o | o []o |
Intermediate Care jo IlJo o [jo | o 1B |
ICFMRTTO | e Co— A |
Nursing Home (CCRC) Jo I|[o o [|fo i o B |
g(u:;\scl:l;g Home (Non- Jo o HJo o | e o |
Personal Care [o iljo ilJo [{]o i o e |

Comment R
v..

You've entered 0 characters of 255

e e ——— e e T s ——




OHPSurvey - LTC Resident Census by Death Group

E@I@)% Long Term Care Survey

Resident Census by Death Group

INSTRUCTIONS:
a Please e&art e number of patients in your facility who passed away as of midnight, December 31,
U3, ‘f?tj’

o Report only the level of care a patlent was recelving at that time of thelr passing.

o Report age as of the last known birthday of the patient, regardless of how close a patient may have
been to an upcoming birthday. For example, If a Nursing Facility patient was 74 at the time of thelr
passing, but was expected to turn 75 a few days later, report that patient in the 65 - 74 column and
the Nursing Faclllty row.

o The Tota! (tast column) is pulled from the Deaths column in Section I and should equal the sum from
all Age Groups for each bed type. N

o If the last column, Total, shows a zero for your bed types, but you did have a death durlng :IGH-;@'W‘(‘K
return to Section I to enter the nurnber of deaths In the Deaths column and save your data agaln.

o Coentinuing Care Retlrement Communlity {CCRC) Nursing Home Beds are Issued a Certificate of
Compliance by the Office of Health Policy. Nursing Home {CCRC) beds are reported separately from
Nursing Home {Non-CCRC) bed utillzation.

Resldent Census by Death Group

e

Level of Care Under 65 |65-74 75-84 85 and Unknown |Total
Older
Alzhelmer Facility Jo 1{]o e ifjo I |fo [l]o i
Nursing Facllity jo []o 110 fifo b |fo o |
Intermediate Care fo I[Jo e i e {lJe !
ICF/MRIYD o 1o o 1B | o I{lo }
Nursing Home (CCRC) o [Jo o 1B b |le |l |
gg:gér;g Home (Non- [o Hifo o Ifo ||l Hlo |
Personal Care o 1B o H e P i{lo |
Comment ]:j

You've entered O characters of 255




OHPSurvey - LTC Origin Census

P
SRV -2013-Long Term Care Survey

Patient Origin for Nursing Facilities

INSTRUCTIONS:
In order to collect data on Patient Origin for Long Term Care Facllities, the Office of Health Policy Request
the following information.

o Please provide the number and county of origin (county in which the patlent resided before entering
your faclfity) for all Nursing Facllity, Intermediate Care & Nursing Home patients In your facllity as of
the midnight census on December 31, 2613, (SRVYR)

o Select your first county from the drop down box, enter the total patients for each age group and click
save, Repeat this for all other countlies from which your facllity’s patients originated.

NOTE: Do Not Include (CCRC) Nursing Home Beds, ICF/MR or Personal Care patients in this section.
Patient Origin

County / State |Under 65 | 65-74 | 75-84 | 85 and Older | UnKnown | Total of Patients
Total 0 1] 0 0 0 o

Patient Origin Data

County / State [ =] =

Under 65 [g
65-74 lu———-'—_i

75-84[c |

85 and Older [g |
Unknown [g |

Comment

You've entered 0 characters of 255
|save| | continue |




OHPSurvey - Completion

Long Term Care Survey foriﬂiﬂ-(&‘/@

Survey Data Verification

Thank you for completing the survey.

On behalf of the administration of Example Facility, I certify that the information contained in this
report is complete and accurate. After reviewing the information contained in this report, I hereby
submit it as an official record of the facility's activity In compllance with 902 KAR 20:008 and 900 KAR
6:125.

*Only verify once the survey is completed.*

Once data Is complete, verification notices will be emailed to the state and to your facility's respondent
and administrator, If the respondent or administrator does not receive this confirmation it Is likely that
thelr emall address was not included or had a typo in the reglstration section of this survey. In this
case, please contact the Office of Health Policy so this can be corrected.

Respondent Name:

Administrator Name:
Original Completion Date:

By clicking this button you are indicating that this survey is complete. You will not be able to change any
of the data,

| Verify and Submit to State | lPrlntI
e
Incomplete Survey(s)
Facility's Survey{s)
Year |Survey Equipment |Printable Survey
2013 | Ambulatory Surgery 11 Print tory Surgery II
2013 me Health IT Print Home Health II
2013 | Hospice Print Hospice
2013 | Hospital ospital
20713 | Lona Term Care Print Long Term Care
2013 | Magnetic Resonance Imaaina Eauip for Print Magnetic Resonance Imaaging
MRI
2813 | Megavol Radiation {Linear rint Meqavoltage n {Linear
Accelerator) Accelerator)
2013 | Positron Emisslon Tomography Print Positron Emission Tomography
-20173 | Private Duty Nursing Print Prlvate Duty Nursing
20131 Psychiatric Residential ent Psychiatri e e
Facility Facllity




OHPSurvey - Home Page (
SRVYR —2013 Magnetic Resonance Imaging

Kentucky Health Survey Registry

Welcome

Good afternoon!

utflizatlon and service.

License/Exempt #: |

| *

Password: |

| *

Re-enter Password: |_

| #*

This application supports the entry and tracking of survey information relating to the health care

Contact Information

Office of Health Policy

Contacts for survey,

For KY Health Survey program support, please contact:

Cabinet for Health and Family Services

Health Policy Planning and Development

3156

Survey Contact Phone # eMall Address
Ambulatory Surgery II Beth A, Morrls (502) 564-9592 x | BethA.Morris@ky.gov

Home Health 11

Sheena R. Eckley

502-564-9592 x
3153

sheena.eckley@ky.gov

3156

Hospice Sheena R. Eckiey (502)564-9592 x eena.eck ov
3153
Hospltal Beth A. Morris {502) 564-9592 x |BethA.Morris@ky.gov

Long Term Care

Beth Morris and
Allison Lile

{502)564-9592

BethA . Morris@ky.qov

Megavoltage Radiation {Linear
Accelerator)

Beth A. Morris

{502) 564-9592 x
3156

BethA.Morris@ky.qov

Magnetic Resanance Imaging

Beth A. Morris

{502) 564-9592 x
3156

orris

Private Duty Nursing

Sheena R, Eckley

502-564-9592 x
3153

sheena.eckley@ky.qgov

Facility

3156

Positron Emission Tomography Beth A. Morris (502) 564-9552 x | BethA,Morris@ky.gov
3156
Psychlatric Resldential Treatment |Beth Morris (502)564-9592 x | BethA.Morris .aov




OHPSurvey - Registration

OHP Survey Registration

Registration Information

License/Exempt #:
Facility:
Street 1:

Street 2:
City:
State:
Zip:
County:

000100
Example Facllity

*

- -

Ev] * Required If KY address

Available Survey(s) for Current Survey Year

= If a survey does not appear for completion, please contact the Office of Health Policy at (502) 564-9592.
Required reporting Includes; Hospitals, Ambulatory Surgery, Magnetic Resonance Imaging, Megavoltage,
Positron Emission Tomography, Home Health, Hospice, Long Term Care, Private Duty Nursing and Psychlatrlc
Residentlal Treatment Facllities. If a service Is conducted under a different license number from a Hospital
then the survey will be provided under that speclfic number. Select current survey under Survey Completion
below. Input survey data and submit to state for each survey below.

® Survey deadline March 15.

Faclllty's Survey(s)

Year | Complete Survey Completion Equipment |Blank Downloadable

Date

2613 Ambulatory Suraery II Print Ambulatory Surgery II
2043 Home Health IT Health II

20413 Hospice t ce

2013 Hospital Pri ospi

2013 Long Term Care Print Long Term Care

2043 Magnetic Resonance Imaqing |Eaquip for Print Maanetic Resonance Imaaging

MRI
2013 egav R on (LI Print Megavoltage Radiation
Accelerator) {Linear Accelerator)
e mRcy Positron Emission Tomography Print Positron Emission
Tomodgraphy
2813 Private Duty Nursing Print Private Duty Nursing
2643 sychlatric R a Print Psych gsidential
Treatment Facility Treatment Facility
_ .
Available Survey(s) for Prior Survey Year(s)

Facility's Survey(s)

Year | Complete Date | Survey Equipment |Download Survey

2012+

Ambulatory-Sucaecy 11




OHPSurvey - Registration Respondent

OHP Survey Registration

Respondent Information

Identification #: 000100
Facllity: Example Facliity
Survey: MRI
Survey Year: [2e19= [

Respondent First Name:

Respondent Last Name: l
Respondent Phone: b

t*

Respondent eMall:

| *

Administrator First Name:

**

Administrator Last Namae: |
Administrator Phone: | *

| *

Administrator eMail:

|save| [ continue |




OHPSurvey - Survey Instructions

RVYR) -2013-Instructions for Survey

Magnetic Resonance Imaging

(SRvYR) Gevyr)
This survey is for the reporting period: January 1, 2842 through December 31, 2643,

INTRODUCTION: The Kentucky Annual Survey and Registry of MRI Equipment is required to be
completed and submitted via the internet, The printable version of the survey Is onty for your
convenlence in completing the survey on paper before submitting the data online. The accuracy and
completeness of the data reported in this survey are essential to the process of health ptanning In
Kentucky. It also represents the data requirements as set forth In 902 KAR 20:008 and 500 KAR 6:125.
All items must be completed with actual tabulated data before this survey will be considered acceptable.
Surveys are due March 15, 26844 (S&V YR+1),

“Submission and comptetion of the MRI Survey is now voluntary for Exempt MRI facllities. This applies
only to those facilities that have ID numbers beginning with EX0.”

You are responsible for the accuracy of the data reported In this survey. Failure to complete and correct
the indicated parts of the survey will result Iin your facility being reported to the Office of Inspector
General for a posslble licensure deficiency. Retain a copy of the completed survey for your files.

All survey extension requests must be approved by the Office of Health Policy. Policies regarding data
submisslon and changes to data are set forth in 900 KAR 6:125.

Each year the MRI Registry of Equipment must be updated to include the current make, model and serial
number for each MRI, The survey portion should Include the number of MRI procdures performed and the
number of patients served. The survey also asks if the equipment Is freestanding, mobile or hospital
based. This information is based on who holds the CON to provide the service. Example: If a hospital
holds the CON, but uses a relocatable unit, the equipment is consldered hospital based not mobile. The
mobile provider page should only be completed by mobiles MRI's that hold the CON to provide the
service. Exempt MRI's that service multiple locations should list those on the mobile provider page.

If there are any questions concerning the preparatlon of this survey, please contact Beth Morris at {502}
564-9592 or email BethA.Morris@ky.gov.

Contact Information

Beth A. Morris

Office of Health Policy

Cabinet for Health and Family Services
(502) 564-9592 x 3156

BethA.Morris@ky.gov




OHPSurvey - Equipment

Equipment

Identification #: [uoomo

Survey: [MRI

I
Equipment List

Make

Model

Serial #

i Delete l

r

Complete equipment list above and then click Add button to save data. Once list has been saved click Finished

Equipment Enfry to move on.

Finished Equipment Entry

|




OHPSurvey - MR1

SRYYR) -2013-Certificate of Need Approved MRI Registry
Data

MRI Service Section

License Number: 000100 Agency: Example Facllity
If less than twelve (12) months of operation, glve beginning and ending date(s) In the comment box.

Total MRI Procedures: Total MRI Patients:

Mobile:|o ] Mobile:lo |
leed:|o Fixed:lo |
Total:fo | Total:o |

Total number of hours per week facility was operational: lo ]

Check Service Type:  Freestanding @ Moblle O Hospital
{Please check box according to who holds the CON. Example; a hospital that uses a relocatable unit, but holds the CON Is a
hospital based, not mobile.)

If service was provided by a licensed mobile health service give name of provider:

Number of devices stationed on site;
Mobile: Iu ]

Fixed: [ ]
Total: [o i

Comment

KR

You've entered 0 characters of 255

[save| | continue |




OHPSurvey - MRI County

(sgVyR)2013 Magnetic Resonance Imaging Survey

Mobile MRI Services Section

License Number: 000100 Agency: Example Facility

Facility Served by Mobile MRI Units

* Page to be completed by mobile units that hold the CON to provide the service.
Moblle unlts must submit a separate line below for each county and facility served.
*Number of hours is per week each unlt provides service to that facllity.

County | Facility Procedures | Units on Hours Per Patients
Served Site Weelk* Served
{Edit | 0 0 0 0 | Delete |

County |v|

Facllity Served

# Hours Per Wik*

0
0

# Procedures In [
# Units On Site [

# Patients Served [g |

*Do not press the finished button until you have saved your data. Press Add/Save after each
new entry. Press Update to save changes for edited item.

]Save| | Finished [




OHPSurvey - Completion

Magnetic Resonance Imaging Survey for aﬁ-l%ﬁRVVR)

Survey Data Verification

Thank you for completing the survey.

6:125.

Respondent Name:
Administrator Name:
Original Completion Date:

of the data.

*Only verify once the survey is completed.*

Once data is complete, verification notices will be emailed to the state and to your facllity's respondent
and administrator. If the respondent or administrator does not recelve this confirmation it is likely that
their emall address was not Included or had a typo in the registration section of this survey. In this
case, please contact the Office of Health Policy so this can be corrected.

On behalf of the administration of Example Facllity, I certify that the information contained in this
report is complete and accurate. After reviewing the information contained in this report, 1 hereby
submit it as an official record of the facility's activity in compliance with 902 KAR 20:008 and 900 KAR

By clicking this button you are indicating that this survey is complete. You will not be able to change any

I Verify and Submit to State

| IPrint |

Incomplete Survey(s)

Fadility's Survey(s)

Year |Survey Equipment |Printable Survey

20138 bulatory Surgery 11 rint Surgery I1

2013 | Home Health II Print Home Health I1

2013 |Hospice Print Hospice

2013 |Hospital Print Hospital

2613 |Long Term Care Print Long Term Care

207135 [ Magnetic Resonance Imaaing Equi r i etic onance Imagi

MRI

20713 | Megavolta ion {Linear Pri vol inear
Accelerator) Accelerator)

2013 on Emlssi a Emis I

2013 | Private Duty Nursina Print Private Duty Nursing

2013 | Psychiatric Resldential Treatment Print Psychlatric Resldeptial Treatment
Eacllity Facility




OHPSurvey - Home Page

Kentucky Health Survey Registry

Welcome

M 20T3"Megavoltage Radiation (Linear Accelerator}

Good afternoon!

This application supports the entry and tracking of survey information relating to the health care
utilization and service.

License/Exempt #: | | *

Password: | ’*

Re-enter Password: | | *
Contact Information

For KY Health Survey program support, please contact:

Cabinet for Health and Family Services
Office of Health Policy
Health Policy Planning and Development

Contacts for survey.

3156

Survey Contact Phone # eMail Address
Ambulatory Surgery II Beth A, Morris (502) 564-9592 x |BethA.Morris@ky.aov

Home Health I1

Sheena R. Eckley

502-564-9592 x
3153

a, .qov

3156

Hospice Sheena R. Eckley {502)564-9592 x |sheena.eckley@ky.qov
3153

Hospital Beth A. Morris (502) 564-9592 x orri
3156

Long Term Care Beth Morris and {502)564-9592 Be s Vv

Allison Lile

Megavoltage Radiation (Linear Beth A, Morris (502) 564-9592 x ethA.Morris ov

Accelerator) 3156

Magnetic Resonance Imaging Beth A. Morris (502) 564-9592 x |BethA.Morris@ky.qov

Private Duty Nursing

Sheena R, Eckley

502-564-9592 x
3153

sheena.eck k v

Facility

3156

Positron Emission Tomography Beth A. Morrls (502) 564-9592 x |BethA.Morrls@ky.qov
3156
Psychiatric Residential Treatmient | Beth Morris (502)564-9592 x |BethA.M L0V




OHPSurvey - Registration

Registration Information

OHP Survey Registration

| *

| *

License/Exempt #: 000100
Facility: Example Facility
Street i: |
Streat 2: | |
City:
State: [ |+
Zip: | i *'l__i
County: L=l * Required if KY address
=

Available Survey(s) for Current Survey Year

m If a survey does not appear for completion, please contact the Office of Health Policy at (502) 564-9592.
Required reporting Includes; Hospitals, Ambulatory Surgery, Magnetic Resonance Imaging, Megavoltage,
Positron Emisslon Tomography, Home Health, Hosplce, Lang Term Care, Private Duty Nursing and Psychlatric
Resldential Treatment Facllities. If a service is conducted under a different license number from a Hospltal
then the survey will be provided under that specific number. Select current survey under Survey Completion
below, Input survey data and submit to state for each survey below.

® Survey deadline March 15,

Facility's Survey(s)

Year | Complete Survey Completion Equipment |Blank Downloadable

Date

2613 bulatory Surgery 11 Pr bu Suraery 11

2813 o I rint Home Health IT

2815 Hospice Print Hospice

2813 Hospital Print Hospital

2043 Long Term Care Print Long Term Care

2013 etl onance Imagin Equip for Print Magnetic Resonance Imaglinag

MRI
2013 Megavolt Radiation (Linear int ol adiation
Accelerator) L | (8]

2813 Positron Eml Tomograph Print Positron Emission
Tomodgraphy

2842 Private Duty Nursin nt Priv ursi

F.iip vy Psychliatric Residential rin i lal

TIreatment Facllity Treatment Facllity
Available Survey(s) for Prior Survey Year(s})
Facility's Survey{s)
Year | Complete Date |Survey Equipment |Download Survey

2012,

Ambotatory Surgery i




OHPSurvey - Registration Respondent

OHP Survey Registration

Respondent Information

Identificatlon #: 000100
Facility: Example Facility
Survey: MEG

Survey Year:

Respondant First Name:

Respondent Last Name:

Respondent Phone:

Respondent eMail: l

Administrator First Name:

Administrator Last Name:

Administrator Phone: |

| ®

Administrator eMaill: |

[ Save |

| Continue |




OHPSurvey - Survey Instructions

RVYR) 20813 Instructions for Survey

Megavoltage Radiation {Linear Accelerator)

(sRvvR) (SRVYR)
This survey Is for the reporting period; January 1, 2843 through December 31, 2813+

PREFACE: It has come to our attention that reporting errors with respect to the performance of
megavoltage radlation therapy services in Kentucky were made in prior years. This appears to have been
the result of several factors including: confusion surrounding what constitutes a reportable "procedure;”
the introduction of new treatment planning systems; advances in technology associated with the delivery
and recording of clinical data; and/or personnel changes at several Kentucky facilitles at which such
services are provided. While such mistakes were unintended, it Is imperative that the utilization figures
produced and relied on by the Office of Health Policy be complete and accurate. This is especially true in
light of the recent modifications to the review criteria contained in the State Health Plan regarding the
establishment of megavoltage radiation therapy services.

Conseque%emlnd you that for p@g@ff the Service Report you will complete for the period of
January 1, rough December 31, , that a “procedure” was defined as “radiation treatment of a

single anatomical site.” Please note that this Is different from recording the number of fields Involved
and/or the number of patients treated.

INTRODUCTION: The Kentucky Annual Survey of Megavoltage Radiation Services is required to be
completed and submitted via the internet. The printable version of the survey Is only for your
convenlence in completing the survey. The accuracy and completeness of the data reported In this survey
are essentlal to the process of health planning in Kentucky. It also represents the data requirements as
set forth In 902 KAR 20:008 and 900 KAR 6:125. All items must be completed with actual tabulated data
before this survey will be considered acceptable, Surveys are due March 15-2814.(5SRVYR +1)

All survey extension requests must be approved by the Office of Health Pollcy. Policles regarding data
submission and changes to data are set forth In 900 KAR 6:125,

You are responsible for the accuracy of the data reported In this survey. Fallure to complete and correct
the indicated parts of the survey will result in your facility being reported to the Office of Inspector
General for a possible licensure deficiency. Retain a copy of the completed survey for your files.

If there are any questions concerning the preparation of this survey, please contact Beth Morris at (502)
564-9592 or email BethA.Morris@ky.gov.

Contact Information

Beth A. Morrls

Office of Health Policy

Cablnet for Health and Family Services
{502) 564-9592 x 3156
BethA.Morris@ky.gov




OHPSurvey - MEG

@/jj)_iﬁ‘b} Megavoltage Radiation (Linear Accelerator)

Survey
MEG Section

Identification #: 000100
Facility: Example Facllity
Procedure - the radiation treatment of a single anatomical site. Please note that an anatomical site is

different from recording the number of fields involved and/or the number of patients.

Simulation - defines location and length/width of field on patient for treatment. Only count those
simulations that are performed on the linear accelerator equipment In the gate of the machine for the
guestion asking simulations on a linear accelerator.

Total Hours of Radiation - total actual hours devoted to patients in treatments and simulations; will be
used to compute "patient visit equivalents®.

If less than twelve (12) months of operation, give beginning and ending date(s) In comment box.
Total Linear Accelerator Procedures: | ]

Total Simulations Performed on a Linear Accelerator: l I *

Total Patients Served: | *

Total Simulations performed on a CT: | [ L

Total Simulations performed on another device: I *
(Note type of device in comments)

Total number of hours per week facility was operational: | *
Check Service Type: © Freestanding © Hospital *

Number of devices stationed on site: l l *

Y

T

| KN

-

Comment:
You've entered 0 characters of 255

|save| | Finished |




OHPSurvey - Completion

Megavoltage Radiation (Linear Accelerator) Survey
for 2013.58vR)

Survey Data Verification

Thank you for completing the survey.

On behalf of the administration of Example Facility, I certify that the information contained in this
report is complete and accurate. After reviewlng the information contalned in this report, I hereby
submit it as an official record of the facility's activity in compliance with 902 KAR 20:008 and 900 KAR
6:125,

*Only verify once the survey is completed. *

Once data is complete, verification notices will be emailed to the state and to your facility's respondent
and administrator, If the respondent or administrator does not receive this confirmation It is likely that
thelr emall address was not included or had a typo in the registration section of thls survey. In this
case, please contact the Office of Health Policy so this can be corrected.
Respondent Name:
Administrator Name:
Original Completion Date:

By clicking this button you are Iindicating that this survey is complete. You will not be able to change any
of the data,

| Verlfy and Submit to State | | Print |
e
Incomplete Survey(s)
Facility's Survey(s)
Year | Survey Equipment |Printable Survey
2643 bulatory Surgery II Print atory Surgery II
2073 |Home Health II Print Home Health I1
3 spic Print Hospice
2843 | Hospital Print Hospital
2613 | Lo Care Print Long Term Care
2613 eti nce Imagin Equip for Print Magnetic Resonance Imaaing
MRI
2013 | Meaavolta dlation (Linear Print Megavoltage iati ear
Accelerator) Accelerator)
2613 | Posi o) r rint Positron 0
2813 | Private Duty Nursing Print Private Duty Nursing
2643 | Psychlatric Residential Treatment atment
Facill Eacility




OHPSurvey - Home Page

(SRV YE E-EEH-Psychiatric Resldential Treatment Facility

Kentucky Health Survey Registry

Welcome

Good afternoon!

utilization and service.

License/Exempt #:

Password:

Re-enter Password; |

This application supports the entry and tracking of survey information relating to the health care

Contact Information

Office of Health Policy

Contacts for survey.

For KY Health Survey program support, please contact;

Cablnet for Health and Family Services

Health Pollcy Planning and Development

3153

Survey Contact Phone # eMail Address

Ambulatory Surgery II Beth A. Morris {502) 564-9592 x |BethA.Morris@ky.qov
3156

Home Health II Sheena R. Eckley 502-564-9592 x .eckley@ky.gov

3156

Hospice Sheena R. Eckley {502)564-9592 x  |sheena.eckley@ky.qoy
3153
Hospital Beth A, Morris (502) 564-9592 x |BethA.Morris@kv.qov

Leng Term Care

Beth Morris and
Allison Lile

(502)564-9592

BethA.Morris@ky.gov

Facllity

3156

Megavoltage Radiatlon (Linear Beth A. Morris (502) 564-9592 x |BethA.Morris@ky.qov

Accelerator) 3156

Magnetlc Resonance Imaging Beth A. Morris (502) 564-9592 x |BethA.Morris@ky.qov
3156

Private Duty Nursing Sheena R. Eckley 502-564-9592 x h | ky.qov
3153

Positron Emisslon Tomography Beth A. Morris (502) 564-9592 x |BethA.Morris@ky.gov
3156

Psychiatric Residential Treatment |Beth Morrls (502)564-9592 x  |BethA.Morris@ky.qov




OHPSurvey - Registration

OHP Survey Registration

Registration Information

License/Exempt #:
Facility:
Streeat 1:

Street 2:
Clty:
State:

County:

000100
Example Facility

=

]*

1

Zip: ]

.

L~] * Required if KY address

e

Available Survey(s) for Current Survey Year

= If a survey does not appear for completion, please contact the Office of Health Policy at (502) 564-9592.
Required reporting Includes; Hospltals, Ambulatory Surgery, Magnetic Resonance Imaging, Megavoltage,
Positron Emlssion Tomography, Home Health, Hospice, Long Term Care, Private Duty Nursing and Psychiatric
Resldentlal Treatment Facllities. If a service |s conducted under a different license number from a Hospital
then the survey will be provided under that speclfic number. Select current survey under Survey Completion
below. Input survey data and submit to state for each survey below.

® Survey deadline March 15.

Facllity's Survey(s)
Year | Complete Survey Completion Equipment |Blank Downloadable
Date
2013 b S 11 Print Ambulatory Surgery 11
2013 Home Health IT t Ho th
2613 Hospice Print Hospice
2043- Hospital rin spital
13 Lona Term Care Print Long Term Care
2013 Magnetic Resonance Imaging |Eaquip for P Ma i o
MRI
2813 Megavoltage Radiatlon (Linear nt Megavolta diati
ele L r Accelerato
RAEARRE Positron Emission Tomoaraphy Print Positron Emission
Tomoaraphy
2013 Private Duty Nursina Print Private Duty Nursing
2843 Psychiatric Residential Print Psvchiatric Residential
Treatment Facility Treatment Facility
Available Survey(s) for Prior Survey Year(s)
Faclllty's Survey(s)
Year | Complete Date (| Survey Equipment |Download Survey

2014 Ambutatory-Surgery 1™




OHPSurvey - Registration Respondent

OHP Survey Registration

Respondent Information

Identification #: 000100
Facllity: Example Facllity

Survey: PRTF

Survey Year:

5

Respondent First Name:

Respondent Last Name: |

Respondent Phone:

Respondent eMal):

Administrator First Name:

Administrator Last Name:

Administrator Phone:

ls:

Administrator eMail:

|save| | continue |




OHPSurvey - Survey Instructions

M%GIS Instructions for Survey

Psychiatric Residential Treatment Facility

SRVYR) (sRvYR)
This survey is for the reporting period: January 1, through December 31, 2643.

PLEASE READ THIS PAGE CAREFULLY BEFORE BEGINNING

The Office of Health Policy in the Kentucky Cabinet for Health and Famlly Services is responsibie for the
development of the Kentucky Annual Psychiatric Residential Treatment Facility {PRTF) Services Report.
This survey Is for the period January 1, 213 E?&o]ugh December 31,-!'61-3.( sRV}!R),

The Offlce of Health Policy has established clear policies and guidelines regarding changes, after the
survey deadline, to data that has been submitted, Those policies are set forth in 900 KAR 6:125. Ali
items must be completed with actual tabulated data before this survey will be considered acceptable,
Surveys are due March 15, Eﬂ'ﬂ.(sgv-‘g«\.l)

Any changes in the services provided from the last survey period should be footnoted. When a
discrepancy in services Is notlced between surveys, the cause must be determined. There will be space
provided on the web site to explaln any changes in service. Any survey found to have errors or omissions
will not be considered complete and will not be considered submitted by the deadline.

Psychiatric residential treatment facility (PRTF) has two levels of treatment. Level I community-based,
and home-like faclility with a maximum of nine (9) beds which provides inpatient psychiatric residential
treatment to residents age six (6) to twenty-one (21) years who have an emotional disabllity or severe
emational disability as defined in KRS 200.503. Level IT home-like facility that provides twenty-four (24)
hour Inpatient psychiatric residentlal treatment and rehabilitation to persons who:

1, Are ages four (4) to twenty-one (21) years, with an age range of no greater than five (5) years at the
time of admission to the facility;

2, Have a severe emotional disabllity as defined by KRS 200.503 In addition to severe and persistent
aggressive behaviors, intellectual disability, sexually acting out behaviors, or development disability; and

do not meet the medical necessity criteria for an acute care hospltal or a psychiatric hospital and whose
treatment needs cannot be met In an ambulatory care setting, Level I psychliatric residential treatment
facility, or other less restrictive environment.

Contact Information

Beth Morris

Office of Health Policy

Cabinet for Health and Familly Services
{502)564-9592 x 3156

BethA.Morris@ky.qoy




OHPSurvey - Psychiatric Residential Treatment Facility

@M@%ﬂi—s Psychiatric Residential Treatment Facility
Survey

PSYCHIATRIC RESIDENTIAL TREATMENT FACILITY UTILIZATION

INSTRUCTIONS: Complete all items. If there are no data for an item, please use zero.

m Admission - Patients admitted from January 1 through December 31, including readmits.

m Inpatient Days - Number of days of care for all patlents serviced during the reporting perlod.

» Discharges ~ Patlents discharged from January 1 through December 31. Patients on feave where there Is a
bed hold, should not be counted as a readmisslon or discharge during reporting perled.

m Dlscharge Days - Sum of the Length of Stay (LOS) of those discharged.

m Level I and II Age Groups — A patlent should be placed In the age group In which they belong as of Dec 31, or
when they were discharged. Data Is by age of patlent not program patient is being treated In. Al of the
patient days go with the child when they change age groups.

Psychiatric Residential Treatment Facllity Uttlization
Service Beds in Admissions | Number of Number of Number of
IVPi o Operation Inpatient Days |Discharges Discharge Days
Tl P -
1. Ages(6-11 (o b o | {lo | fo | [o '
years)
2, Ages(12- |[o b o | {Jo i o I Jo i
16 years)
3. Ages(17- ||o | fo | |Jo i |o H |0 |
21 years)
A. L?vel I [o e | o [ o i fo i
%ota
T
v — L
- Ages(4-5 o || | 1)o i o | Jo |
years)
2. Ages(6-11 |fo | Jo | le | |0 I |0 |
years)
3. Ages(12- |fo | Jo o | |u | |o i
16 years)
4. Ages(17- |jo I |Je b {jo | o | Jo |
21 years)
$. Lelvel I o ! Jo I Jo | o | o |
ota
What speclalty programs does this facillty provide and what age groups does it cover? Please list all in the
text box below.

You've entered 0 characters of 500

|save| | continue |




OHPSurvey - Psychiatric Residential Treatment Facility Discharged

@M@%ﬁ Psychiatric Residential Treatment Facility Survey
PSYCHIATRIC RESIDENTIAL TREATMENT FACILITY UTILIZATION

INSTRUCTIONS: Complete all items. If there are no data for an item, please use zero.
m Level I and I Age Groups - A patlent should be placed In the age group In which they belong as of Dec 31, Data is by age of
patlent not program patient is belng treated In.
m Discharge - Is the discharge status of the patlent at the time of discharge, Patlents on leave where there Is a bed hold should
not be counted as a readmisslon or discharge,
Discharge to Level 1 or I ~ If patient Is transferred within the same facllity to another level of care or to another facility,
Discharge *SLC - Support for Community Living Home.
Discharges should match previous page line by line.

Psychiatric Resldential Treatment Facility Utilization
Service | Discharged | Discharged | Discharged | Discharged | Discharged | Discharged | Discharged | Pischarged
Type |Homeor Juvenile *SLC Residential | Psychlatric | Acute Care |to Level I |to Level IT
Foster Treatment |Home or Group Hospital Hospital

L& Ltrt‘i. FCare Center Home

1. Ages |[g i o o 1o 0 | o | o { e |
L Ages ] ] il | |l | | |

years)

2. Ages |[o o | 1o i o 0 illo 1 1o | 1o |
2 Ages || a | | A | | |

years)

3. Ages |[o e | lle ille i ijo I ||o | |Jo { |o |
3 ] | | | l [ | |

years)

A. Level |Jo t e I (o | |lo b |)o i |io | |Jo | le |

Total 1.

1. Ages (o ] {fo | te 0 I {fo 1 o 1 1o 1 lle |
Ef | | | | l | | |

years)

2. Ages |fo 0 b ]o 0 0 I e o o f
2 Ages ] | | | Al | Al Al

years)

3. Ages |[o 0 I e o b {lo i |jo | (lo I (I |
3. pges || | | | I 1 | |

years)

4. Ages |[o 1 o I l]o o o ! o [ {]e 0 |
4. hges || | ] | | ] | |

years)

B. Level |Jo 0 o o I jo { e [ o |
E. Level | | ] | | j | |

You've entered 0 characters of S00

|save| | continue |

If patient discharged other than the above, then give the number and explaln below.




OHPSurvey - Psychiatric Residential Treatment Facility Readmit

Psychiatric Residential Treatment Facility
Survey

PSYCHIATRIC RESIDENTIAL TREATMENT FACILITY UTILIZATION

Psychiatric Residentlal Treatment Facllity Utillzation

INSTRUCTIONS: Complete all items. If there are no data for an item, please use zero.

m Level I and II Age Groups - A patlent should be placed In the age group In which they belong as of Dec 31,
Data is by age of patient not program patient Is being treated in.

B Readmit ~ Patlent that Is readmitted trom this facllity or any other PRTF. Data should be collected at the time
of Intake. Readmit data would not include inltial admission to a PRTF. Do not include patients coming back
from a bed hold.

Service
Type

ALeyelT!

Readmit
to Level I
0-3
Months

Readmit
to Level I
4-6
Months

Readmit
to Level I
7-9
Months

Readmit
to Level I
10-12
Months

Readmit
to Level
II 0-3
Months

Readmit
to Level
Il 4-6
Months

Readmit
to Level
11 7-9
Months

Readmit
to Level
II 10-12
Months

1. Ages
(6-11
years)

jo !

lo |

jo !

fo l

jo

fo

jo !

Jo

2, Ages
(12-16
years)

Jo

3. Ages
(17-21
years)

—
o

A. Level

(4-5
years)

Jo |

Total
. Ages 1o |

2. Ages
(6-11
years)

3. Ages
(12-16
years)

4, Ages
(17-21
years)

Jo i

o !

Jo

o i

B. Level
II Total

o |

R

jo

Jo

|S:ve| | continue |




OHPSurvey - Psychiatric Residential Treatment Facility Census

(ﬁfﬂ@&ﬁﬂPsychiatric Residential Treatment Facility

Survey

Instructions Census Data

Identiflcation #: 000100
Facility: Example Facility

CENSUS AND LICENSURE DATA FOR PRTF

Census as of Midnight, December 31, %9&-{5“'/?‘1)

Beds Licensure Category

Level I

Level II

R
December 31, 2843 (srvvr)  [o | |

Jan 1, 2044 (spvvgsd)
{Reported to us from Licenzing &
Regulation)

i. Level I
fi. Level IE

Licensure Category Number of Licensed Beds Number of Licensed Beds

Jan 1, 20143 (5wuyR) Beds Dec 31

C—

Comment

You've entered 0 characters of 500

L+l
Lof

Number of License
: ML}

R

If number of licensed beds changed between the first day of the reporting period and the last day of the
reporting period, please give date and type of change by category.

|Save| | Contin




OHPSurvey - Psychiatric Residential Treatment Facility Origin

/SWZR)QQ!-.‘-} Psychiatric Residential Treatment Facility
Survey

Patient Origin for PRTF Data

INSTRUCTIONS:

o Please provide the number, county of origin (county in which the patient resided before entering your
facllity) and age group for all Leve| I and Level 11 patients In your facllity at the midnight census on
December 31,2033 (SEV YR ),

o Enter your first county, then add up the number of patients, from your ending census, who came from
that county and enter the total patlents for each age group. Repeat this for all other counties from
which your facility’s patients originated. If a patient comes from ancther state, then indicate a state
rather than a county.

Patient Orlgin
County / |Ages (4- |[Ages (6- |Ages (12- |Ages (17- | Total Total County
State 5 years) |11 years) |16 years) |21 years) | Males |Females |Total
0 0 4] 0 0 0 0 | Detete I
= mem—— PR E—— = EeeEr——
Patient Origin Data
County / State | [=] *

Ages(4-5 years) [
Ages (6-11 years)
Ages (12-16 years) |

Ages (17-21 years) l_

1111

Total Males |°
Total Females |o j.

Comment

You've entered 0O characters of 255

|save | | continue |




OHPSurvey - Complction

Psychiatric Residential Treatment Facility Survey

for 2643 GRVYR)

Survey Data Verification

Thank you for completing the survey,

On behalf of the administration of Example Facllity, I certify that the Information contained in this
report Is complete and accurate. After reviewing the information contained in this report, I hereby
submit it as an official record of the facility's activity in compliance with 902 KAR 20:008 and 900 KAR
6:125,

*Only verify once the survey Is completed.*

Once data Is complete, verification notices will be emalled to the state and to your facility's respondent
and administrator. If the respondent or administrator does not receive this confirmation it Is likely that
their emall address was not included or had a typo in the registration section of this survey. In this
case, please contact the Office of Health Policy so this can be corrected.
Respondent Name:
Administrator Name:
Original Completion Date:

By dicking this button you are Indicating that this survey ts complete. You will not be able to change any
of the data.

| Verify and Submit to State | | Print |
o — SE—— = e
Incomplete Survey(s)
Facility's Survey(s)
Year | Survey Equipment |Printable Survey
2843 Ambulatory Surgery 11 Print Surgery 11
2843{Home h 11 Print Home Health 11
2043-| Hospice Print Hospice
2013{Hospital Print Hospital
264-3-| Long Term Care rin Term €
2013 | Magpetic Resonance Imagin Equip for ] aanetic I ]
MRI
2013 avoltaage Radlation (Linear Print Megavoltage Radiation (Linear
Accelerator) Accelerator)
2643 Positr Isslon Tomoara Print Posltron Emission Tomography
2813 | Prvate Duty Nursing Print Private Duty Nursing
2043 | Psychiatric Residential Treatment Print Psychiatric Residential Treatment
Facllity Facility




OHPSurvey - Home Page

CSR\/ YR 2843 Positron Emission Tomography

Kentucky Health Survey Registry

Welcome

Good afternoon!

utilization and service.

License/Exempt #: | ___

—_—

Password:

I *

Re-anter Password: 7

| *

This application supports the entry and tracking of survey information relating to the health care

Contact Information

Office of Health Policy

Contacts for survey.

For KY Health Survey program support, please contact:

Cabinet for Health and Family Setvices

Health Policy Planning and Development

Survey

Contact

Phone #

eMail Address

Ambulatory Surgery II

Beth A. Morris

(502) 564-9592 x
3156

BethA.Mottis .qov

Home Health II

Sheena R, Eckley

502-564-9592 x
3153

Long Term Care

Alllson Lile

Hospice Sheena R. Eckley {502)564-9592 x |sheena,eckley@ky.qov
3153
Hospltal Beth A. Morris (502) 564-9592 x |BethA . Morrls LQov
3156
Beth Morris and (502)564-3592 B ov

Megavoltage Radlation {Linear
Accelerator)

Beth A, Morris

(502) 564-9592 x
3156

BethA.Morris@ky.qov

Magnetic Resonance Imaging Beth A. Morris (502) 564-9592 x |BethA.Morris@ky.qov
3156

Private Duty Nursing Sheena R. Eckley 502-564-9592 x sheena.eckley@ky.qov
3153

Posltron Emission Tomography Beth A. Morris (502) 564-9592 x |Be o ky.qov

3156 i

Psychiatric Residential Treatment | Beth Morrls (502)564-9592 x . |BethA.Morris@ky.qov
Facility 3156
= = S— T O TRl R e S e mwimunas k= e —




OHPSurvey - Registration

OHP Survey Registration

Reglistration Information

License/Exempt #: 000100

Facllity: Example Faclitlty

Street 1: |

Street 2:

City:
State:
Zip:
County:

-l

[x| * Required If KY address

l*

Available Survey(s) for Current Survey Year

Available Survey(s) for Prior Survey Year(s)

m If a survey does not appear for completion, please contact the Office of Health Pollcy at (502) 564-9592.
Required reporting Includes; Hospltals, Ambulatory Surgery, Magnetic Resonance Imaging, Megavoltage,
Positron Emission Tomography, Home Health, Hosplce, Long Term Care, Private Buty Nursing and Psychlatric
Residential Treatment Facllities. If a service is conducted under a dlfferent license number from a Hospital
then the survey will be provided under that specific number. Select current survey under Survey Completion
below. Input survey data and submit to state for each survey below.

m Survey deadline March 15,

Facility's Survey(s)
Year | Complete Survey Completion Equipment |Blank Downloadable
Date
2013 ulatory Su II I m ory Surgery 11
<2033 Home Health 1T Print Home Health 1T
2813 Hospice Print Hospice
2013 Hospital Print Hospital
26143 Long Term Care Lo rm C
2243 Maanetic Resonance Imaging | Equip for Print Magnetic Resonance I i
MRI
2043 Meaavoltage Radiatjon (Linear t vol Radiatio
Accelerator} L ccelerator
2043 Posltron Emission Tomoaraphy Print Posltron Emission
Tomoaraphy
2043 Private Duty Nursing Print Private Duty Nursing
| 2043 sychiatric Residential Print Psychiatric Residentiat
Treatment Facility Treatment Facility
EEE | S — R YT

Facility's Survey(s)

Year

Complete Date

Survey

Equipment |Download Survey

2013

Ambulatery Surgery it




OHPSurvey - Registration Respondent

OHP Survey Registration

Respondent Information

Identification #: 000100
Facllity: Example Facllity
Survey: PET
Survey Year: [zerst~]

Respondent First Name:

Respondent Last Name:
Respondent Phone: *

!*

Respondent eMail:

|*

Administrator First Name:

Administrator Last Name:
Administrator Phone: | *

| *

Administrator eMail: |

[Save| [ Continue I




OHPSurvey - Survey Instructions

RvYR) 2013 Instructions for Survey

Positron Emission Tomography

(SRYYR (SRVYR)
This survey is for the reporting period: January 1, 2613 through December 31, 2813+

INTRODUCTION: The Kentucky Annual Survey of Positron Emission Tomography Services s required to
be completed and submitted via the Internet. The printable version of the survey Is only for your
convenience in completing the survey on paper before submitting the data online. Paper copies are not
accepted by the Office of Health Policy. The accuracy and completeness of the data reported in this
survey are essential to the process of health planning in Kentucky. It also represents the data
requirements as set forth In 902 KAR 20:008 and 900 KAR 6:125. All items must be completed with
actual tabulated data before this survey will be considered acceptable, Surveys are due March 15, 2844,

All survey extension requests must be approved by the Office of Health Policy. Policles regarding data
submlssion and changes to data are set forth in 900 KAR 6:125.

You are responsible for the accuracy of the data reported In this survey, Fallure to complete and correct
the indicated parts of the survey will result In your facllity being reported to the Office of Inspector
General for a possible licensure deficlency. Retain a copy of the completed survey for your files.

If there are any questions concerning the preparation of this survey, please contact Beth Morrls In the
Office of Health Policy at (502) 564-9592 or BethA.Morris@ky.gov.

(SfvYR+1)

Contact Information

Beth A. Morris

Office of Health Policy

Cabinet for Health and Family Services
(502) 564-9592 x 3156

BethA.Morris oV




OHPSurvey - PET

(Skﬂﬂzfiﬁi—av Positron Emission Tomography Survey

PET Service Section

Identification #:; 000100
Facility: Example Facllity

Deflnltlon: Positron Emission Tomography (PET) - Positrons are positively charged electrons that are
produced spontaneously as certaln radioactive substances (for example, radioactive glucose) decompose.
These radioactive substances, or tracers, are created In speclal facllities called medical cyclotrons. The
type of tracer used for a particular PET scan varies, based on the medical condition for which a patient Is
being tested. The tracers have very short half-lives, which means that they decay rapldly into non-radio-
active form. Thus, radloactive material Is Inside the patlent for only a very short time, and the total dose
of radiation is equal to and sometimes even less than many other kinds of X-ray procedures. A
tomograph is and imaging device, or camera, that obtains sectional views through a patlent’s body., PET
scans combine Nuclear Scanning with chemical analysis to enable physlicians to observe how organs
work. During a PET scan, a radioactive material Is introduced into the patient’s body (usually by
injection), and is detected by a sophisticated camera.

If less than twelve (12) months of operation, give beginning and ending date(s) in the comment box.
Hospitals and SMTS providing services under their CON or License should report all utflization as Fixed,
including relocatable units.

Total PET Procedures: Total PET Patients:

Mobile:|q Mobile:lo |
Fixed:|qg Fixed:lo |
Total:[g i T°t3'3|a—_—-|

Total number of hours per week facility was operational: |0 !

Check Service Type: O Freestanding ® Mobile © Hospital

{Please check box according to who holds the CON. example: a hospital that hold the CON but uses a mobile should check
hospital.)

Hospitals and SMTS providing services under their CON or License should report all uttlization as Fixed,

including relocatable unlts.

If service was provided by a licensed mobile health service give name of provider:

Number of devices stationed on site:
Hospitals and SMTS providing services under their CON or License should report all utllization as Fixed,

Including relocatable units.

Mobile: g |
Fixed: [o |
Total: [ [
Comment l:]
=1
=1

You've entered O characters of 255

| save| | Coantinue |




OHPSurvey - PET County

Sﬂl/ﬁ)%ﬂ-l—i Positron Emission Tomography Survey

Mobile Positron Emission Tomography Services Section

Facility Served by Mobile PET Units

* Page to be completed by moblle units that hold the CON to provide the service.
Maoblle units must submit a separate line below for each county and Facility served.
*Number of hours is per week each unit provides service to that facility.

Facility Served

# Procedures [o—l
#Unitsonsite o |

# Hours Per Wh* lg_—
# Patients Served |—

*Do not press the finished button until you have saved your data. Press Add/Save after each
new entry. Press Update to save changes for edited item.

|save| | Finished |

County | Facility Procedures | Units on Hours Per Patients
Served Site Week* Served
lEdltI E 0 o 4] 0 | Delete I
County I~




OHPSurvey - Completion

Positron Emission Tomography Survey for%ﬂiaém@)

Survey Data Verification

Thank you for completing the survey.

On behalf of the administration of Example Facllity, I certify that the information contained in this
report is complete and accurate. After reviewing the information contained In this report, 1 hereby
submit it as an official record of the facility's activity In compliance with 902 KAR 20:008 and 900 KAR
6:125,

*Only verify once the survey Is completed.*

Once data Is complete, verification notices will be emalled to the state and to your facility's respondent
and administrator. If the respondent or administrator does not recelve this confirmation it Is likely that
their emall address was not included or had a typo in the registration section of this survey. In this
case, please contact the Office of Health Policy so this can be corrected.

Respondent Name:

Administrator Name:
Original Completion Date:

By clicking this button you are Indicating that this survey is complete. You will not be able to change any
of the data,

| Verify and Submit to State | | Print |
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Facllity's Survey(s)
Year | Survey Equipment |Printable Survey
2813 ula r I Prin bulatory Surgery 11
2613 Home Health II rint Home I
2643 | Hospice Brint Hospice
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2843 | Long Term Care Print Lona Term Care
2013 | Maagneti onan aqi Equip for Print Magnetlc Resonance Imaaing
MRI
2043 | Megavoltage Radlation (Linear Print Megavoltaqe Radiation {Linear
Accelerator) Accelerator)
2613 |P E o Int Positron Emission Tomogra
2813 | Private Duty Nursing Print Private Duty Nursing
2013 | Psychiatric Residential Treatment Print Psychiatric Resldential Treatment
Facllity Eacility
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